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Remarks 
THE ETIOLOGY OF DIABETES MELLITUS 


AND THE DIET AND CONDITIONS OF LIFE 
DURING THE WAR. 


By R. T. WILLIAMSON, M.D.Lonp., F.R.C.P., 


CONSULTING PHYSICIAN, ROYAL INFIRMARY, MANCHESTER. 


eR may be the exact pathology of diabetes mellitus, 
Bese ctiologcal relations are of much interest and of 
gome importance with respect to the prevention of the 
disease in England during this period of overstrain through 
Peiabeies mellitus has been steadily becoming more 
frequent for many years. The death-rate from the disease 
has increased in England and Wales from 59 per million 
living in 1886, to 97 in 1906, and to 130 in 1915. The larger 
rtion of the increased mortality rate may be clearly 
attributed to the increased frequency. of the disease. : 
In 1908 I collected all the information I could obtain 
respecting the frequency of diabetes in various countries, 
and obtained information from all quarters of the world. 
Some was reliable, some unsatisfactory.'_ My conclusions 


The ‘mortality from diabetes is much greater than in 
England and London, in the following towns and countries : 
@ In Malta, in many of the large towns of the United States 
¥ (Worcester, Syracuse, Rochester, New York, Boston, Wash- 
@ ington), in Bordeaux (France), in Berlin, Paris, Frankfort 
fam Main). Also experience indicates that diabetes is 
@ especially common in Bengal, Ceylon, Siam, and Tunis. 
9 Certain races arc especially liable to suffer: Jews, Hindus, 
Band Maltese. In 1907, the year when my statistics were 
collected, the mortality for diabetes per 100,000 living in 
2 Malta and Gozo was fourtimes that in England and Wales. 
In New York, Washington, and Boston (United States), and 
_. in Paris it was twice that in London. In Worcester (United 
® States) and Syracuse (United States) and in Bordeaux 
? (France) it was three times that in London. . 

Is more sugar and sweet food taken in these countries 
and by these races than in England? In many of the 
‘towns of the United States, and in Malta and Tunis, 
_I understand that this is the case. May this be a pre- 
disposing cause and account for a portion of the greater 
frequency of the disease in these countries and races ? 

If we take the history of a large series of cases of 
diabetes we find the disease has very frequently followed 
_ gartain conditions. We cannot say that these conditions 
were the cause of the disease, but the history of such 
conditions before the disease has been detected has been 
so frequent that they cannot be regarded as coinci- 
dents, Whatever other cause or causes there may 
| be, they may very fairly be considered as at least 
, extremely probable predisposing causes. If the patients 
* had not been exposed to these conditions they would not 
have suffered from the disease until a much later period, 
or possibly not at all. In other words, the onset of the 
disease has been at least accelerated by these conditions 
of life or habits. 

The etiology of diabetes is discussed in detail in text- 
books and monographs, and in this article I desire to draw 
attention to three predisposing causes only. In 1898 ? 
I published an analysis of the etiology in.one hundred 
consecutive cases. Since that time I have taken notes 
on the etiology in most cases I have seen, and my results 
respecting the frequency of certain predisposing causes 
have been much the same. More recently I have inquired 
very carefully in another series, of 300 cases, respecting the 
frequency of (1) great and prolonged excess of sweet food 
and drinks, chocolate, etc. ; (2) very great and prolonged 
mental anxiety, worry, aud overstrain, or sudden shock ; 
(3) family history of the disease. Other points in the 
etiology were also noted. I have asked questions on 
ten points, and collected the answers on separate slips of 
paper. (Most of these cases were seen before the war.) 
Though the answers varied much, the most striking points 
in the history in these cases were (1) the frequency of 
great excess of sweet food or drink for a long period before 
the onset of the disease; (2) the frequency of prolonged 
mental anxiety, worry, or sudden shock just before the 
#onset of the disease; (3) the frequency of a family history 


of diabetes. This is shown by the following results 
respecting the etiology in 300 cases: 
_ History of prolonged great excess of sugar, sweet 
food, or sweet drinks (alone or combined with other 
predisposing causes) in 93 (= 31 per cent.). 

History of prolonged and intense mental anxiety, 
worry, overstrain, or sudden mental shock (alone or 
combined with other predisposing causes), in 120 
(=40 per cent.). 

Family history of diabetes (alone or combined) in 
76 (= 25 per cent.). - 

No definite predisposing cause in 59 (= 19 per cent.). 

The following are the results in detail, especially with 
respect to these three questions. 


I. Very Great Excess of Sugar, Sweet Food, and 
Sweet Drinks. 

A previous history of prolonged great excess of sugar, 
sweet food, chocolate or sweet ‘rinks, alone or combined 
with other predisposing causes, was obtained in 93 out 
of 300 cases (31 per cent.). If we consider these cases in 
detail we have the following groups : 


(a) Great excess of sugar, sweet food, choco- 


late, or sweet drinks ... 40 cases. 
(b) Ditto, plus great mental worry, anxiety, . . 

strain, or sudden mental shock 
Ditto, plus great overstrain in work 
d) Ditto, plus mental overstrain, anxiety, 

etc., and great overstrain in work sag) SR a 


(e) Ditto, plus amy history of diabetes ... 13 
(/) Ditto, plus family history, plus mental or 


7 physical overstrain or shock ... 9 » 
(9) Ditto, plus severe injury ... 
93 cases. 


The history showed that these patients had taken very 
large quantities of sugar in tea and foods, or very large 
quantities of jam, or sweets, or chocolate, or -very sweet 
fruits and other very sweet foods. In many cases the 
patient had taken tea in very large quantities, containing 
much sugar, three times a day. 35% 

Chocolate had been taken in very large quantities by 
21 of the 93 patients, either alone or with other sweet f 
or drinks. In some of these cases a history was also 
obtained of mental overstrain or shock, physical overstrain 
or a family history of diabetes. 

Apart. from the excess~of very sweet tea already 
mentioned, in 17 of the 93 cases great excess of other 


sweet drinks had been taken for a long period before 


the onset of diabetes—herb beer containing much sugar 
or treacle, ginger beer, whisky with much sugar, sweet 
wines, gin and ginger beer, cider, sugar and milk. In 
some of these cases often other sweet food had been taken. 
freely, or a history of mental overstrain, shock, or 
physical overstrain, or a family history of diabetes was 
obtained. Great excess of jam (jam at nearly every meal), 
great excess of chocolate, great excess of tea containing 
much sugar (in one case thirty-six lumps of sugar in the. 
tea daily), and great excess of herb beer containing much 
sugar or treacle (in one case 8 pints daily), were striking 
points in the histories of certain cases. 

The following are a few examples of the continued 
excess of sugar and sweet foods or drinks taken for long 
periods before the onset of diabetic symptoms: 


1. Female; stated that she had ‘lived on sweet food’; great 
excess taken ; jam taken freely ‘‘ at nearly every meal.” Excess 
of sweet drinks, including herb beer containing sugar. 

.2, Female; stated that.she had ‘lived on sweet food”: had 
taken sweet food at every meal; sweet fruit, jam, sweet cake, 
and chocolate, all taken in excess. Sweet lemonade taken freely. 

3. Male; great excess of sweet food; half a pound of jam 
daily (4 1b. for breakfast and 3 1b. for tea); tea three times a 
day, with 18 teaspoonfuls of sugar (about 43 oz. of sugar daily) ; 
beer four or five glasses daily; whisky twice a day; wine occa- 
sionally. Overwork ; great’mental strain and worry. 

4. Male; excess of sweet food; half a pound of jam daily 
(t lb. for breakfast, 4 lb. for tea); sweet food at dinner; 
4 to 6 oz. of cream chocolate daily ; sweet tea three times. day 
Loeenenay nearly 20z. of sugar) ; herb beerand sweet lemonade 

reely. 

5. Male; great excess of sweet food and sugar; 3 lb. of 
chocolate weekly; 20 lumps of sugar (nearly 4 oz.) in tea daily. 
Great mental strain and overwork. 

6. Female; excess of sweet food; about 25 lumps or more of 
sugar (about 4 to 5; oz. of sugar) in tea daily; herb beer 1 pint _ 
daily ; bitter beer also taken daily. 

7. Female ; 36 lumps of sugar in tea alone daily (about 6} om 
of sugar). Great mental worry. - 
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8. Male; great excess of sweet food and sugar (about 4 oz. of 
sugar in a pint of tea); about 6 oz. of sugar daily; 4 oz. of 
“sweets” daily ; half a pound of sweet cake daily; beer taken 
freely. ° 

9. Male; excess of sweet food; 40z. of chocolate daily ; tea 
three or four times a day. well sweetened (33 to 4 oz. of sugar in 
tea alone daily). Great mental overstrain. , 

10. Male; i8teaspoonfuls of sugar (about 4 oz.) daily in 
addition to other sweet food. 

_ 11. Male; medical man with heavy practice in Scotland. 
Breakfast early, dinner very late in evening ; ‘‘ lived on choco- 
late’ between these hours; no midday meals very frequently 
except chocolate. Great excess of chocolate daily. ; 
12. Male; sweet food in excess ; half a pound of sugar daily: 
great mental strain and worry. 

13. Male; great excess of sweet food; tea very sweet ;. herb 
beer, containing much sugar (8 pints) daily in summer (4 in 
winter). Great mental strain and hard work. ; 

14. Male; great excess of a mixture of gin and ginger beer 
daily. 

5 Male; three pints of herb beer daily; port wine rather 
freely. Great mental strain in work. 

16. Male; five bottles of herb beer (containing much sugar) 
daily. History of a fall followed by neurasthenic symptoms. 

17. Male; ten glasses of whisky daily well sweetened with 
sugar. 

18. Female; great excess of whisky very w ell sweetened with 
sugar. 


In a number of cases in young children a history was 
obtained of great excess of sweet food, with a large 
quantity of chocolate daily or a large quantity of sweets. 


19. Baby 14 months old; had been fed on milk to which the 
mother added large quantities of sugar. Severe diabetes ; death 
in two weeks. . 


IL. Prolonged and Intense Mental Anxiety, Worry, 
Overstrain, and Sudden Shock. 

Willis (the English physician who first discovered that 
the urine in diabetes had a sweet taste) 240 years ago 
attributed the disease to sadness and long sorrow, and 
from that date numerous writers have pointed out that 
the disease sometimes follows prolonged and intense 
mental anxiety, overstrain, worry, or severe mental shock. 
Such a history I have obtained in a large percentage 
of the cases of which I have notes during the last thirty 

ears. 

The following are the statistics in the series of 300 
cases on which this article is based. 

The disease followed directly after a period of intense 
and prolonged mental overstrain, anxiety, or worry, or 
after a sudden very severe shock in 120 out of 300 cases 
(= 40 per cent.). 

In these 120 cases we had a history of mental overstrain, 
anxiety, or shock alone in 61; along with a family history 
of diabetes in 25; along with a history of great excess of 
sugar or sweet food or drinks in 25; along with a histo 
of excess of sugar and a family history of the disease in 9 
' Often associated with the mental overstrain, anxiety, or 
shock we have a history of physical overwork and over- 
strain and long hours of work, or occasionally a history of 
acute illness or alcoholic excess or other predisposing 
causes. 

‘A history of sudden mental shock immediately before 
the onset of the disease is occasionally obtained (13 out of 
the 120 cases). Often the disease directly followed the 
niental overstrain and anxiety caused by the death of a 
relative, or by the prolonged illness of a relative, or by 
nursing a relative through a long or critical or fatal illness 
(12 out of the 120 cases). Very often we had in these 
cases a history of great loss of sleep and of physical 
overstrain. 

Often we had a history of great anxiety and mental 
overstrain through losses in business, frequently associated 
with overwork, and frequently with loss of sleep, and 
occasionally with excess of alcohol. Occasionally a history 
was obtained of excessive mental work in preparing for 
examinations and prolonged hours of close study just 
before the onset of the disease (5 of the 120 cases). 

The loss of sleep, so often associated with sorrow and 
anxiety caused by the death or illness of-a relative, by 
sudden mental shock, or business losses, in the cases just 
mentioned, is probably a very important point. 

The two following cases are of interest with respect to 
sudden mental shock : ; 

20. A lady who had just been confined developed diabetes 
directly after a sudden mental shock. The nurse was warming 


the baby before the fire. The nurse dozed, or fell asleep, for a 
short time, and held the baby too close to the fire, and the 
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baby’s legs were severely scorched. This caused the greatest 
shock to the mother; she was never well afterwards. In a few 
days symptoms of diabetes were noted. Previous to the shock 
the lady had been quite well, and the urine had been tested 
towards the end of pregnancy and found free from sugar, 

21. In a man aged 57 symptoms of diabetes followed rapidly 
after a sudden mental shock. Four months previous to the 
shock he had passed a medical examination for life assurance 
at which his urine had been tested. Whilst playing cards, the 
friend with whom he was playing died quite suddenly at the 
table. This caused ee oy the greatest shock; he wag 
never well afterwards. ithin one week of the shock thirst 
and symptoms of diabetes were first noted. 


Ill. Family History. 

A family history of diabetes was obtained in 76 of the 
300 cases = 25 per cent. Many striking instances were 
noted. 

A history of great excess of alcoho! was obtained in only 
a small proportion of the cases, much less frequently than 
a history of excess of sugar, or of mental anxiety or shock, 
or a family history of diabetes. In the statistics pub- 
lished in 1898 (chiefly hospital patients) I found a history 
of great alcoholic excess in 17 per cent. Amongst the 


private diabetic patients such a history was mucli less 


frequently obtained. 

It is interesting to note that glycosuria occurs in some 
cases of Graves’s disease. Ocasionally the symptoms 
of Graves’s disease diminish markedly, or cease, and 
symptoms of severe diabetes develop. 

- In many cases of acromegaly glycosuria or well-marked 
diabetes develops. 


Diabetes sometimes follows directly after an acute ill- 


ness, and the history often shows many oth r it-resting 
etiological relations, but it is only to the three predisposing 
causes just considered that I desire to draw attention 
in this article. 

In some cases no predisposing or exciting cause can 
be found (in 59 of my last series of 300 cases). 

In statistics of a previous series of cases (1908) I obtained 
a history of great mental anxiety, shock, and overstrain in 
35 per cent.; history of very great excess of sugar, sweet 
food or sweet drinks in 37 per cent. 

This consideration of the etiology of diabetes shows the 
frequency, and I think the importance, of three predis- 
posing causes: (1) Prolonged mental worry, anxiety, great 
mental strain, or sudden great mental shock, sometimes 
associated with overwork; (2) excess of sugar in the diet— 
sweet food or drinks, and excess of chocolate; (3) family 
history of the disease. Often we find a history in the 
same case of a combination of two or all three of these. 

From my own experience in Manchester I think we shall 
find that diabetes has increased in frequency amongst the 
civil population of England since the war commenced. 
Amongst those who are doing military service I think we 
shall find that diabetes has not been much more frequent 
than amongst men of the same age in civil life before the 
war, but this is an impression, and not based on definite 
statistics. If correct, possibly the increased exercise and 
better regulated diet, in which great excess of sugar and 
sweet food is not allowed, may account for diabetes not 
being more frequent amongst those engaged in military 
work. Possibly also they have less time for brooding and 
worrying than people in civil life. We may find, however, 
that many who are now suffering from shell shock, 
neurasthenia, and functional nervous diseases will develop 
diabetes later. 


Prevention of the Disease. 

We cannot alter our family history, but we can all avoid 
excess of sweet food, sweet drinks, sugar, chocolate, and 
sweet jam during the war; and though we cannot avoid 
mental worry, anxiety, and shocks, we can often do 
something to diminish their effects. 

It is important for all to avoid excess of sweet food, jam, 
chocolate, sugar, and drinks containing much sugar; but 
more so for those who have great mental strain, anxiety, and 
overwork, and especially for those who, in addition, have a 
family history of diabetes. The sugar restrictions will do 
much to check the excess of sugar in tea and coffee and 
in cooking, but we have as yet no restriction directly as to 
jam, chocolate, and many articles of sweet food. Those 
who have great mental anxiety and overstrain, and especially 
if they have also a family history of diabetes, would do 
well to discontinue the addition of sugar in tea, coffee, and 
in food entirely, and to limit to the minimum the use of 
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‘am, sweet foods, chocolate, and drinks containing much 
sugar, such as herb beer, sweet wines, and combinations of 
sugar ‘and alcohol. They would thereby be helping the 
Food Controller, as well as doing something to diminish 
their own risk of diabetes. MSY 

“Alcohol, and especially combinations of alcohol and 
sugar, if they can still be obtained, should be very limited 
in the case of those who have much mental strain, anxiety, 
or worry. ‘The regulations now in force will check any 
excess for most people. 

Through the war, we are now all suffering, more or less, 
from mental overstraip, worry, anxiety, or sudden mental 
shocks, which will tend to increase the risk of diabetes. 
We cannot avoid them, but we can do something (and this 
is especially desirable in those who are suffering severely) 
to diminish their effects by directing our attention, when- 
ever possible, to subjects not directly associated with the 
particular anxiety or worry, and especially by close occu- 
pation. Most people have now to work very hard, and 
occupation and close attention to work are useful in 
diminishing the effect of mental shock and anxiety; but 
when the overwork is excessive something may be done to 
diminish the injurious effects by putting aside any work 
not.absolutely necessary, if this is possible. 

Sleep is very important. When insomnia is associated 
with the great mental strains already named prompt treat- 
ment is desirable, and, if it cannot be checked, drugs such 
as chloralamide, trional, adalin, ete., taken under the 
direction of a physician for a short time, may be of much 
service. 

Summary. 
It is desirable for all to cut down sweet foods and 
drinks, chocolate, jam, sugar, and alcohol to a minimum 
during the war, and especially for those who have a 
family history of diabetes, and are suffering from great 
mental strain or shock; they will thereby help the Food 
Controller and also diminish the risk of diabetes. Occu- 
tion and close attention to work are useful in diminish- 
ing the effects of mental worry and shock, and thereby 
the risk of diabetes, but in certain cases of excessive over- 
work it is desirable to cut off work not absolutely 
necessary, if this is possible; sleep is very important. 
' The recent food restrictions, as already mentioned, will 
check for most people any excess of sugar and alcohol, and 
will thus tend to diminish the risk of diabetes. Those 
who have been obliged through these restrictions to dis- 
continue excess of alcohol or sugar should, however, not 
replace these by excess of non-alcoholic drinks containing 
much sugar, aud excess of jam, chocolate, and other sweet 
foods which may be still obtainable. 


REFERENCES. 
1The details were published in the Medical Chronicle, July, 1908. 
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THE EFFECT OF INTERMITTENT STRETCHING 
ON MUSCLES AND NERVES AFTER 
NERVE SEVERANCE. 2 
By J. N. LANGLEY, Sc.D., LL.D., F.R.S., 


PROFESSOR OF PHYSIOLOGY, CAMBRIDGE. 


One of the problems of the treatment of cases of nerve 
severance is the time during which movement of the 
paralysed muscles can be allowed and the extent to which 
it can be carried on with safety. In the period before 
suture the practice is to allow some degree of movement, 
and Sir Berkeley Moynihan,' in a recent paper, says that 
in order to keep the joints supple the paralysed parts 
must be freely moved every day, and many times a day. 
On the otker hand, for a certain time after stture, no 
movement at all is allowed. The necessity of this has 
been specially insistcd on by Sir Robert Jones,? who has 
shad awvide experience of nerve suture cases. 
The statement that movement is not permissible for 
some time after nerve suture is usually given in the form 
that the muscle during this time must be kept completely 
relaxed, or that the muscle must not be stretched. Thus 
Sir Robert Jones? says that “the slightest stretching of 
& muscle on the point of recovery disables it again,” and 
Sir Berkeley Moynihan! that “not for a moment at any 
time must paralysed muscle be stretched.” “These are no 
doubt merely practical directions to avoid delay in recovery, 


but the natural inference from them is that any d 
of stretching is injurious to the muscle, and that it is this 
injury which delays the recovery. The inference is 
strengthened when it is at the same time pointed out that 
prolonged stretching of a muscle causes permanent elonga- 
tion. So far as this inference is made it must tend to 
restrict movement before nerve suture, for if stretching 
is injurious to a muscle after suture it will be injurious 
to it for more or less time before suture. In any case it 
is necessary for satisfactory treatment to know what 
degree of stretching not only paralysed muscle but 
also degenerating and regenerating nerves will stand. 
I venture, then, to offer some remarks on these points, 
although my experiments are incomplete. Unless other- 
wise mentioned, I only consider the stretching produced 
by intermittent ordinary joint movement, and not the 
protracted stretching caused by the unrestricted action 
of antagonistic muscles. We may consider separately 
the effect on muscles and the effect on nerves. 


I. SrretcHinG or 

The effect of intermittent stretching on muscles might 
a priori be either advantageous or the reverse, according 
to the weight which is laid on particular events. On the 
one hand, it forces lymph from the muscles, and so pre- 
sumably metabolic products, and this we should expect to 
be adyantageous. Further, it seems not unlikely that it is 
of advantage in relation to connective tissue formation. 
In denervated muscles the connective tissue increases— 
it is said to be visibly increased in microscopic prepara- 
tions three weeks after nerve section—and part of the late 
contracture is attributed to the shrinking of the newly 
formed tissué. The connective tissue when first formed is 
soft and extensible. Intermittent extension will elongate 
the developing fibres, so that when they shrink there ma 
be less tendency to contracture. On the other han 
muscles after denervation rapidly lose weight—in cats 
and rabbits the gastrocnemius loses about 50 per cent. of 
its weight in about four weeks—and it is practically certain 
that in this state it cannot stand as great a strain as 
normal. Whilst a great reduction in its power of with- 
standing strain might take place without making it liable 
to be injured by the degree of strain put on it by joint 
movement, we cannot offhand say that free movement 
does noi injure it. Observations on man can hardly settle 
the point, since the effect has to be judged by the rapidity 
of regeneration, and this is greatly influenced by the 
events after nerve suture. In animals a-more definite 
result can be obtained by noting the effect of intermittent 
tension on the appearance of the muscles and on the. 
degree of atrophy. 

A short time ago I published an experiment on these points. 
The a rabbit went on both sides, and the 
jeg and foot on one side rhythmically extended and flexed for 
an hour morning and evening. 

At the end of three weeks the animal was killed and the 
muscles of each leg weighed. The muscles had no obvious 
difference to the eye, and no sign of ruptured fibres. On the 
side on which the paralysed muscles had been rhythmically 
extended, four of the muscles were rather heavier than on the 
other side, one was of the same weight, two were somewhat 
lighter. The differences were not decidedly outside the normal 
difference of weight on the two sides in normal animals. 


The experiment showed that stretching the paralysed 
muscle a great number of times to about the full normal 
extent did not in its total effect appreciably affect the 
atrophy. It must be noticed that, on account of the 
experimental error, a slight effect would not be appre- 
ciable unless a number of experiments of the kind given 
were made, and that irritability might be altered without 
an alteration in the loss of weight. Further, the total 
effect may have been the algebraical sum of + and —- 
effects, but, from the practical point of view, this is 
unimportant. I have made incidental observations on 
muscles in later stages of atrophy up to about three 
months, and have seen no sign that they are injured by 
moderate intermittent tension, or by the degree of strain 
exercised by antagonistic muscles provided this is not 
prolonged. 


Il. StretcHine or NERVEs. 

Movements of joints and stretching of museles exerts 
more or less pull on the nerves. The conditions affecting 
these are essentially differeat before and after nerve 
suture. 
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Stretching Nerves by Movement before Nerve Suture. 

Nerve fibres pass through the two well-known stages 0° 
forming, first, a granular protoplasmic band, and then a 
hyaline band—-the “ band fibre.” The former lasts two or 
more weeks—its duration varying in different fibres—and 
its appearance suggests that it is very little extensible. 
Fibres in this stage sometimes show great inequalities in 
the granular band, which might be due either to tension ot 
to inequalities in protoplasmic formation. It is unlikely 
that they are due to tension since the nerve in the early 
period after severance is free to move. In two to three 
weeks after nerve severance the cut peripheral end 
becomes more or less fixed to the surrounding connective 
tissue, and a given movement causes a somewhat greater 
pull on the nerve. I have tested the extent of this on the 
sciatic nerve and its branches in rabbits and cats. By 
complete extension or flexion of the limb the nerve may be 
straightened, but its tension so far as I have scen is too 
slight to cause injury, and I have not found that it causes 
any rupture of the degenerating fibres. It may, I think, 
be concluded that, in the pre-suture period, fairly free 
extension and flexion movements are not likely to injure 
gither muscle or nerve. Naturally, forcible movements 
are always to be avoided. 

In the pre-suture period there are some definite advan- 
tages in a flexible splint, allowing a certain amount of 
movement. Passive movement can be carried en at 
frequent intervals by the patient, and, when flexors or 
extensors are not paralysed, limited voluntary movements 
can be made, sufficient to prevent the wasting in the non- 
paralysed muscles which accompanies disuse. 


Stretching Nerve by Movement after Nerve Suture. 


We may consider first the simplest case—namely, that 
in which the nerve is not shortened. In this case move- 
ment will tend to strain the sutures and rupture the nerves 
growing from the central into the peripheralend. But con- 
nective tissue soon joins the ends, and binds them—at first 
loosely—-to the surrounding tissue. -Restricted movements 
can be made without injury, since these put extremely 
little tension on an unshortened nerve. When the con- 
nective tissue has become firm, tension on the nerves will 
not injure the nerves at the suture as readily as it injures 
the newly formed fibres and the “band fibres” in the 
peripheral part of the nerves, consequently whether full 
movement can be made or not depends on whether the 
tension caused by it is sufficient to injure the peripheral 
part of the nerve. 

The following experiments, a further account of which has 
been given elsewhere,‘ bear on this question. In cats the 
peroneal nerve (Experiments 1, 2, 3) or the tibial nerve (Ex- 
periment 4) was compressed on one side sufficiently to break 
through the axis cylinders without breaking through the nerve 
sheath; the limb was. left without a splint, so that the muscles 
would be extended by their antagonists for a greater or less 
time, according to the posture of the animal. The animals 
with cut peroneal nerve were allowed to walk about as they 
pleased; that with the cut tibial nerve was kept in a cage for a 
week and then allowed gradually increasing exercise. The 
recovery of nervous control was rapid. In Experiments 1 to 3 
reflex abduction of the fifth toe was obtained after nineteen 
days; stimulation of the peroneal nerve caused fairly good con- 
traction of all the extensor muscles of the leg in twenty-one 
days (Experiment 1), and strong contraction after thirty-six and 
thirty-eight days (Experiments 2 and 3). In Experiment 4, in 
which the tibial nerve was cut, the animal, after forty-eight 
days, could keep the heel well off the ground in walking; 
stimulation of the tibial nerve caused contraction of the fiexors 
of the leg, and stimulation of the posterior tibial nerve—though 
with currents considerably stronger than normal—caused con- 
traction of the muscles of the foot. On microscopic examina- 
tion, all the nerve fibres were found to have undergone Wallerian 
degeneration. 

These experiments show that in animals a considerable 
degree of movement does not prevent rapid regeneration in 
an unshortened nerve. The definitely ascertained facts 
with regard to the effects of nerve severance are so similar 
in man and animals that the results given above are, 
I think, applicable to man. I conclude that in cases of 
suture in man, when the nerve is not shortened, slight 
movements can be begun in a few weeks and rather rapidly 
increased in extent. Early movement probably has the 
advantage of elongating the connective tissue binding the 
nerve to the surrounding structures. The connective 
tissue in its later stages tends to fix the nerve and thus to 
cause the peripheral part of the nerve to be subjected to a 


A HELPFUL DIAGNOSTIC SIGN 


greater strain during movement. In consequence, in cases 


of nerve compression in which there has been considerable 
connective tissue formation, it is neccssary in the later 
stages to be more cautious about movement than in cases 
of immediate nerve suture. 

In the great majority of cases in man the nerve has to 
be shortened, and until the ends become firmly joined 
a very slight movement may be sufficient to rupture the 
fibres at the junction, and thus to cause a more or lesg 
serious delay in regeneration. Obviously the greater the 
shortening of the nerve the greater the risk. But even 
when the junction is firm there is still the risk of injuring 
the new fibres and “ band fibres” in the peripheral part of 
the nerve, especially in the’ smaller branches, by even 
slight movement. There are unfortunately no comparative 
observations on the degree of strain degenerating and 
regenerating and normal nerve fibres will stand. If new 
fibres and “band fibres” throughout the peripheral end of 
the nerve can stand as much strain as the normal nerve, 
there seems no reason why movement should not be begun 
as soon as the union of the nerves is firm. If, on the other 
hand, new fibres and “ band fibres” stand much less strain 
than normal nerves, it may be necessary to wait until the 
nerve fibres have become fully developed up to their ter- 
minations, and this in some cases would take many months, 
In any case, it is important to shorten the nerve as little as 
possible. It would, indeed, probably be better to insert a 
piece of fresh nerve, not more than half an inch, when 
much nerve has to be excised, but this can only be settled 
by experiment. 

There is one other point I would mention. It is gener- 
ally recognized that if a nerve has’ been severed the 
sooner it is sutured the better. The main reasons for this 
ave that the longer a muscle is left to atrophy the longer 
time it takes in recovering its normal weight. At best 
it is a slow process. It is probable also that. nerve 
regeneration is quicker if it is sutured before the central 
end has formed a large neurome and before the “ band 
fibres” have decreased in diameter. The practical difti- 
culty is in distinguishing between complete nerve com- 
pression which will recover without operation and nerve 
severance which requires operation. Tinel® considers that 
this often takes two to three months. In simple com- 
pression new fibres are formed in the part of the nerve 
just below the point of injury long before there is any sign 
of recovery on stimulating muscles-and motor points. If, 
then, this region could be stimulated without the stimula- 
tion spreading to the normal nerve it would give rise to 
sensation, and compression diagnosed. In certain cases 
it would, I think, be possible to do this by passing a needle 
covered, except at its point, with shellac through the 
tissues on to the nerve and stimulating with faradic shocks 
of gradually increasing intensity. If there were no sensory 
reaction a month after the injury a diagnosis of nerve 
severance would be much strengthened. - 
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NOTE UPON A HELPFUL DIAGNOSTIC SIGN 
IN RUPTURED DIGESTIVE ULCERS. 
BY 
R. J. WILLAN, M.V.O., M.S., F.R.C.S., 


STAFF SURGEON R.N.V.R., 


HONORARY ASSISTANT SURGEON AND LECTURER IN CLINICAL SURGERY 
TO THE ROYAL VICTORIA INFIRMARY, NEWCASTLE-ON-TYNE. 


SEVERAL years ago I saw a patient, a hawker, upon his 
admission to the Royal Victoria Infirmary, Newcastle-on- 
Tyne, under Professor Rutherford Morison. He was 
suffering trom acute general abdominal pain of a few 
bours’ duration, and so acute was it that he maintained a 
constant screaming such as incommoded the other patients 
in the ward. His doctor, a very careful practitioner, 
stated that the patient had many times consulted him for 
alleged sudden attacks of acute abdominal pain, which 
had just as suddenly passed off. Despite repeated careful 
examinations nothing abnormal had been discovered, and 
he came to be regarded as a probable malingerer. 

Upon admission his overwhelming pain and a board-like 


‘rigidity of the anterior abdominal wall were evidence that 
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PRIMARY AND.SECONDARY IMPETIGO IN SOLDIERS. © 


me intra-abdominal viscus had ruptured. At operation 

ruptured duodenal ulcer was found and dealt with. The 

ature about the case most deeply impressed upon my 
mind was the presence of a transverse ring of constriction 
across the abdomen at the level of the lower margins of 
the ribs, and extending into the flanks on cither side. 

T had not noticed this sign before, but since then it has 
often stood me in good stead in _the diagnosis of ruptured 
digestive ulcers, particularly in atypical case; 
reason for recording it now 1s that it has just dawne | 


constriction in perforated digestive ulcers is not generally 
Jmown. ‘Without claiming to have made an original 
observation, for at present I have no opportunity of in- 
vestigating the literature of the subject, I have never 
previously either seen or heard this sign described. Some 
surgeons with experience of general hospital emergency 
work must be familiar with it. I cannot say definitely if 
itis limited to ruptured digestive ulcers, ov if it is also 
geen in some other acute intra-abdominal lesions. My 
impression is that I have also seen it in one other instance, 
namely, a traumatic rupture of the jejunum high up, but 
I am not positive about this without referencé to notes 
which are not at present accessible. 

The constriction is usually present, and does not always 
disappear with general anaesthesia, although it does dis- 
appear when the condition has advanced to the stage of 
general abdominal distension. There is no marked hyper- 
aesthesia, and the patient is quite unconscious of any 
feeling of tightness at the site of the constriction. It is 
not confined to spare or emaciated persons, and is a dif- 
ferent thing altogether from the scaphoid abdomen seen in 
emaciation, etc. ‘The appearance is as if an invisible rope 
was constricting the abdomen, dividing it into an upper 
portion which has a convex aspect centrally, and a normal 
lower part. Viewed laterally, the region of the “rope” 
forms the apex of a ver- 
tically situated obtuse angle. 
It may be that it is an 
attempt of nature to limit 
the effects of the perforation 
to the upper portion of the 
general peritoneal cavity. ‘The 
sign was present in my last 
two cases of ruptured ulcer, 
described later, and I was 
able to point out the phe- 
nomenon to the surgeon who 
administered the anaesthetic 
‘ in each instance. The site 
of constriction is shown in 
the illustration as a dotted 
line. It represents the level 
of the lowermost limits of 
the costal arch, and may be 
termed the “ infracostal 
line.” In passing, it may 
be mentioned that this line is below the level of the 
transpyloric plane, while it is above the level of the 
umbilicus. The ring of constriction corresponds to that 
portion of the anterior abdominal wall supplied by the 
ninth intercostal nerve, and is certainly due to muscular 
contraction. 

The muscles involved ave the two recti abdominis in 
front, with the external obliques, the internal obliques, and 
the transversales laterally. ‘The contraction takes place at 
a situation where the abdominal wall is wrsupported by 
bone on its anterior and lateral aspects, but it should be 
emphasizcd that the constriction does not apply to the 
whole of the ilio-costal space but to its upper part only. 
All of the muscles just mentioned share in the general 
protective reflex rigidity, but the extra contraction— 
forming the ring of constriction—requires some explana- 
tion. Ii cannot be solely due to the accentuation of 
one of the upper lineae transversae of the recti muscles, 
because the constriction extends beyond their limits 
into either flank. Of the three lateral muscles the 
transversalis is the most capable of producing a con- 
striction because it is able to exert a direct transverse 
pull, whereas the oblique muscles in contraction by them- 
Selves would tend to straighten out any such tendency 
to a constriction. 

The ninth intercostal nerve, supplying its segment of the 
muscles of the upper part of the anterior abdominal wall 
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travels in an almost transverse direction after leaving the 
shelter of its intercostal space. 

In addition to the vagi nerves, the stomach and duo- 
denum gain a sympathetic nerve supply from branche 
originating from the fifth to the eleventh thoracic spin 
nerves, through the greater and lesser splanchnics to the 
coeliac plexus; and Cunningham’s Textbook of Anatomy 
(third edition, p. 704) states that sympathetic nerve fibres | 


| “transmit to the cerebro-spinal system afferent fibres from ~ 
' the viscera.” 
upon me that as a helpful diagnostic sign this ring of | 


In view of these factors—muscular and neryvous—it is 
reasonable to assume that the powerful stimulating im- ° 
pulses of origin, the results of-the perforation, are con- 
veyed by the sympathetic fibres to the coeliac plexus and 
from these to the spinal cord when the whole nervous 
system is probably involved. Afferent impulses cause the 
wide pupil dilatation seen in shock. They reach the vaso- 
motor centre with a resulting splanchnic dilatation, and _ 


- they stimulate the motor nerve cells in the cord so that 


there is general rigidity of ‘the anterior abdominal wall 
»muscles. 
ILLUSTRATIVE CASES. 
Case 1. 

P.J.L., aged 35, was admitted to the Royal Naval Hospital Ship 
Plassy for acute abdominal pain. Eighteen hours previous! 
he had sudden overwhelming pain in the upper abdomen whic 
doubled him up. He sweated, vomited blood, and thought he 
was going to die. For many years he had had epigastric pain 
coming on a quarter of an hour after food; there were no 
interscapular radiations of the pain, and more food did not- 
give ease. He had never had melaena, a cough, or increased 
pain on inspiration; flatus had been passed recently, and 
micturition was normal. Upon admission his facial ex- 
pression was anxious, he was collapsed and cyanosed. The 
pulse-rate was 112 and weak, the respirations 20 per minute, 
temperature 100° F., and the tongue furred and moist. There 
was a ring of constriction across the abdomen at the level of the 
lower margins of the ribs. He had board-like rigidity of the 
whole belly wall, there was dullness in both flanks, and the 
liver dullness was normal. The heart and breath sounds, 
es knee-jerks, testes, and hernial sites were normal. 

ectal examination showed no abnormality. A diagnosis of 
ruptured pyloric ulcer was made. This was confirmed at 
operation, and the patient made a good recovery from it. 


Case 2. 
_ P.C., aged 25, was admitted to the R.N.H.S. Plassy rer 
from acute general pain in the abdomen of four and a hal 
hours’ duration. The pain at onset was sudden and appalling, 
he shouted out, sweated, and vomited. Fora considerable time 
previously he had suffered from epigastric pain after food, with 
a between his shoulder blades; there was no history of 

aematemesis or melaena. He attributed his ailments to 
obstinate constipation. During my investigation of the case he 
was constantly screaming out with pain and disturbed the other — 
patients. His pulse-rate was 60 per minute, temperature 98° F., 
respirations 30 per minute, and @ normal tongue. Abdominal 
respiratory movements were absent, but @ transverse ring of 
constriction could be seen at the level of the lower margins of the 
costal arch. There was general ae of the belly wall 
muscles, also general tenderness of e abdomen. The 
remainder of the routine examination was negative. Opera- 
tion confirmed the diagnosis of a ruptured gastric ulcer, and 
he made a good recovery. $ 


PRIMARY AND SECONDARY IMPETIGO IN 
SOLDIERS. 
Mason HENRY MacCORMAC, M.D., F.R.C.P., 


R.A.M.C.(T.C.), 


ASSISTANT PHYSICIAN AND ASSISTANT SKIN PHYSICIAN, 
MIDDLESEX HOSPITAL. 


Durine April, 1917, out of a total of 1,786 patients admitted 
with skin complaints into — General Hospital. it was 
found that 1,411 suffered either from primary impetigo, or 
from impetigo grafted upon some other condition. This 
secondary form may be so severe as to mask the under- 
lying causal condition, leading to errors both of diagnosis 
and treatment, whereby disease is spread and cure delayed. 
In this paper four types or classes will be described. 
Special attention is directed to the mode of distribution, 
since this alone is usually sufficient to guide the observer 
to a correct conclusion, 


I. True Impetico Contaaiosa. 
Contrary to what might be expected, this condition, so 
tediously common in civil practice, rarely occurs among 


the troops in France. As is well known the causal agent, © 


a streptococcus, gains entrance through same slight 
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abrasion or cut; in consequence the disease affects mainly 
those regions accessible to inoculation—the face, hands, 
and arms. The earliest lesion, a delicate vesicle, is soon 
ruptured and replaced by a superficial crust, aptly de- 
scribed as “stuck on.” The strikingly superficial position 
of these crusts and their irregular pattern upon the face 
enable impetigo contagiosa to be distinguished from 
impetiginized seborrhoea, to which it bears a close 
resemblance. 

Treatment.—Removal of crusts is an essential first step 
in the treatment of all “ impetigos,” otherwise the remedial 

ents cannot come into contact with the diseased tissues. 
This may be done with forceps, or more efficiently by boric 
fomentations or boric starch poultices. If, before fomenting, 
the lesions are smeared with liquid paraffin better results 
will be obtained. The naked sores should then be anointed 
with zinc ointment containing 1 per cent. ammoniated 
mercury; should this prove irritating, Lassar’s paste may 
be employed instead, after washing with 1 in 1,000 per- 
chloride lotion. 

At times a rare form of impetigo contagiosa is met with 
in which the bullous phase persists throughout. The whole 
body becomes covered with blisters, small and large, and 
there may be constitutional symptoms. This condition is 
not pemphigus. If the blisters are opened, washed with 
1 in 1,000 perchloride, and dusted with a powder of equal 
parts of starch and zinc oxide, to which is added 10 per 
cent. of boric acid, a cure is soon effected. Sheets and 
bed-clothing must of course be changed frequently to 
prevent the formation of new lesions by inoculation. 


Il. Ectuyma. 


Ecthyma is a deep or dermic form of impetigo con- 
tagiosa, and is most often seen on the legs and thighs. 
The fully developed lesion consists of a crust covering an 
ulcer full of matter. It is surrounded by an erythematous 
halo, the brightness of which indicates the active exten- 
sion of the process; usually the marginal skin is under- 
mined. This condition is induced by scratching to relieve 
itching caused by lice, or follows the friction and rubbing 
of garments soiled with mud or dirty water. Once started 
it spreads rapidly by autoinoculation. The sores can be 
distinguished from boils by the absence of a central hair 
follicle. 

Treatment.—While the process is in a progression phase 
—as indicated by the brightness of the surrounding halo— 
obviously local antiseptic measures are useless, since 
neither Jiquid nor ointment can penetrate among the out- 
lying cells where the streptococci are in active prolifera- 
tion; their destruction is brought about by substances 
carried from within, and this is attained by frequent 
fomentations. To prevent infection the neighbouring skin 
should be washed over with 1 in 4,000 perchloride lotion 
before each fomentation. A preliminary removal of crusts 
and pus is, of course, essential. When the fading halo 
tells that active extension has ceascd, antiseptics, such as 
half strength eusol, or 1 in 1,000 perchloride lotion, may be 
used. Sluggish sores can ke painted with a solution of 
silver nitrate 2 per cent. in sweet spirits of nitre. In the 
last stages weak ammoniated mercury ointment or Lassar’s 
paste should be employed. 


III. Impetico CompiicaTING SEBORRHOEIC Eczema. 

The seborrhoeic diathesis appears to exist among the 
troops in France to an abnormal degree. Its influence is 
felt in the treatment of many skin diseases, especially 
scabies. In its most simple form seborrhoea is seen on 
the scalp as dandruff, and over the presternal and inter- 
scapular regions either as greasy red scaly patches re- 
sembling ringworm, or as @ scattered follicular eruption. 
This mild form, relatively common, is not often brought to 
the notice of the medical officer. When the disease attacks 
the hairy regions of the face and scalp, it may take ona 
new and confusing aspect. The seborrhoea becomes 
eczematized—a process -indistinguishable from eczema 
being grafted upon the pre-existing dermatosis. Nor does 
this usually end the matter. So susceptible have the 
affected tissues now become to streptococcal invasion that 
this germ almost invariably gains a footing, and then 
impetiginization is added to eczematization. In conse- 
quence, an appearance closely mimicking impetigo con- 
tagiosa is established. _ From this it can usually be easily 


distinguished —- first, because the scabs are distributed 
over the hairy regions, the beard, moustache, and eyebrows: 
secondly, by noting that the crusts are firmly attached, and 
are not of the “stuck on” type; and thirdly, by discovery 
of other seborrhoeic lesions on the back and chest. 
ears rarely escape if the head and face are severely affected 
and the process often extends along the auditory meatus, 
setting up a purulent discharge. This combination—a 
discharging ear with impetiginized seborrhoea of the 
auricle—tempts the observer to diagnose middle ear disease 
with impetigo contagiosa ; the history of the two conditiong 
is quite different, the running ear of seborrhoea following, 
not preceding, the skin eruption. 

It is unwise as a rule to dogmatize in medicine, but he 
who treats every “impetigo” above the neck amongst 
soldiers in France as if it were an impetiginized seborrhoea 
will rarely be wrong, and will never do harm. 

One other point should be referred to. Ecthyma and 
impetiginized seborrhoea may coexist, since the health 
skin can easily become inoculated with streptococci from 

“the infected seborrhoeic lesions. 

Treatment.—As the condition is an eczema rather than 
an impetigo, preparations such as calamine liniment should 
be employed. The formula is as follows: 


Zinc oxide... @t. xv 
Lime water 
Olive oil 


To bring it into intimate contact with the diseased skin 
scabs must first be removed, and, after shaving or close 
clipping, soaked lint applied to face and scalp; all crevices 
in and behind the ears are packed with soaked cotton-wool. 
Such treatment is either continued until cure, or towards 
the final stages Lassar’s paste with 2 per cent. salicylic 
acid or ichthyol may be substituted. Should chronic 
fissures develop they may be painted with the silver nitrate 
solution already given. Running ears must be syringed 
frequently. Two complications often arise — boils and 
conjunctivitis. The former responds to foments and stock 
staphylococcal vaccines, the latter to frequent washing 
with boric lotion and eye drops of boric lotion containing 
0.5 per cent. cocaine. 


IV. Impetigo 


Uncomplicated scabies is seldom seen in France because 
the soldier rarely reports sick until his skin has become 
severely infected with pyogenetic cocci; it is then easy to 
overlook the primary disease; for this reason men con- 
stantly arrive at base hospitals labelled I.C.T., eczema, 
boils, etc., who are the subjects of unrecognized itch. The 
distribution of the impetigo secondary to scabies is charac- 
teristic, the lesions being especially grouped over the lower 
buttocks, the elbows, and knees. Impetigo of the lower 
buttocks is invariably due to scabies, and in such cases a 
search will constantly reveal confirmatory lesions of the 
penis, wrists, or interdigits. 

Treatment, —In infected scabies treatment is apt to be both 
long and tedious; medical officers should therefore aim at 
preventing this condition by constant inspection of the 
men under their care for the detection of the disease in its 
early stage. Even when secondary infection has taken 
place, it is essential in all but very exceptional cases to 
cure the itch by sulphur before attacking the secondary 
complications. Therefore treatment is started by a bath, 
three days’ sulphur ointment, and a change of garments. 
Thereafter the ecthyma is dealt with as already described. 

When secondary infection has been severe, a certain 
degree of dermatitis is an almost invariable accompani- 
ment. It is troublesome because with it is associated 
sensations of itching of greater or lesser severity, which 
may be incorrectly thought to indicate that the acari have 
not been all killed. The following plan will be found 
useful: During the day Lassar’s paste with ichthyol is 
rubbed over the affected skin, and at night calamine lotion 
is dabbed on it. It is perhaps unnecessary to insist that 
the ointment should never be applied to any lesion 
. containing pus. 


THE Newspaper World stated last week that 99 daily 


newspapers in this country and 615 weekly periodicals 
have now increased their prices. een 
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WAR SURGERY 


Observations 
WAR SURGERY OF THE CHEST. 


BY 
Captain A. L. LOCKWOOD, M.C., R.A.M.C., 
AND 
Carrain J. A. NIXON, R.A.M.C.(T.F.). 
(Concluded from p. 109.) 


PART IL 
OPERATION. 
In no other branch of war surgery is the technique of 
the operation more exacting, although the manipulations 
themselves do not require any exceptional dexterity. _ 
A separate theatre is reserved for chest and abdominal 
operations and a uniform temperature of 80° is maintained. 
We have found it possible under all conditions, and we 


’ believe it is always possible, to maintain as perfect asepsis 


in a casualty clearing station as in civil hospitals. Cap, 
mask, gloves, and gown are worn by operator, sister, and 
assistant, and changed between each case. No one is 
allowed in the theatre unless wearing a sterile gown, and 
patients are brought into the theatre in blankets and 
pyjamas which have been put through the Thresh dis- 
infector the night before. The patient has been given 
omnopon-scopolamine (one ampoule) an hour before 
operation, and, if not sleeping, is given one-half ampoule 
half an hour before being taken to the theatre. _ . 

For operation the patient should be maintained with 
the injured side dependent. In the majority of cases the 
half-sitting posture is the most comfortable. A simple 

apparatus has been devised which allows free access to 
the injured side and which can be applied to any table. 

If the patient cannot be placed with the injured side of 
_the chest dependent, the. lung should “be grasped with 
forceps of the Collin pattern immediately on opening the 
_thorax, and sufficient traction exerted to correct displace- 
ment of the mediastinum (Murphy). ; 
_° The skin is prepared with picric acid (3 per cent.) in 

spirit; paravertebral anaesthesia is administered for two 
or three spaces above and below the wound, depending on 
‘the extent of the wound and the incision contemplated. 
To avoid delay, a local infiltration around, but at some 
distance from, the wound is employed. Novocain 0.5 per 
.cent., potassium sulphate 0.25 per cent., im normal saline, 
prepared fresh and repeatedly autoclaved, is injected with 
a Gray’s syringe (10 minims of adrenalin per ounce are 
added just before use). Gas and oxygen should be avail- 
able to be administered while the hand is inside the chest 
or if the patient is restless; in the latter cvent a light 
nitrous oxide analgesia only is maintained. ; 

The most serious chest cases can be operated upon with 
this type of anaesthesia—cases which would never be fit 
for a general anaesthetic, such as ether or chloroform. A 
more extensive, deliberate, and protracted operation can 
be undertaken with the minimum of shock to the patient 
under local anaesthesia combined with gas and oxygen. 
-Respirations are deeper and more regular than with ether 
or chloroform, and ‘the movements of the lung, medias- 
tinum and diaphragm can be voluntarily controlled _ by 
the patient to some extent. The two-stage operation, which 
will be described later, is possible only with this type of 
anaesthesia. Post-operative restlessness, vomiting, retching, 
and coughing never occur, and this plays no small part in 
the success of the operation, especially in a busy unit where 
-an attendant cannot always be at the bedside. 

Never should ether or chloroform be used in chest 
surgery. The manipulative technique of chest surgery 
is extremely simple, but the utmost speed is essential. 
There is no doubt that unless primary union is obtained 
the patient’s condition is made grievously worse by opera- 
tion. Primary union will not result without bold and 
thorough excision of the wound area. After the track of 
the missile through the chest wall has been excised, the 
gloves of the operator are changed, the instruments used 
are discarded, the skin is again with 
Picric acid, and fresh towels are used. Rubber dam, if 


. available, or towels are draped about the incision, in such 


& Way as to ex no skin and the minimum of muscle, 


“cand fixed The and table should be 
entirely covered with sterile 


wels or an operating sheet. 


When the position of the wound will permit, resection of 
the fourth rib from the mid-clavicular to the posterior 
axillary line furnishes the easiest access to the thoracic 
cavity. Resection of the rib must be wide enough to allow 
careful inspection of the cavity. Doyen’s periosteal 
elevator and costotome are the instruments we have found 
best for resection of the rib. Tuffier’s retractor is most 
satisfactory for obtaining a sufficiently wide opening. It 
is important, however, not to exert.too powerful retraction 
on the chest wall, as the tendency to shock is thereby 
increased and the mediastinum unduly disturbed. 

Immediately after opening the chest, rapidly mop out 
the thoracic cavity with gauze wrung out of hot saline 
carried on a long curved forceps of the Ochsner pattern. 
Unless there is fresh haemorrhage within the chest— 
which, of course, must always be attended to first—lacera- 
tions of the diaphragm must be first dealt with. Where 
access to the abdominal cavity through the chest is 
necessary the diaphragm may be freely incised without 
hesitation. 

No wound of the diaphragm should be left unrepaired 
whether on the right or left side. Particularly when the 
missile has tracked through the diaphragm and lodged in 
the liver, the track through the diaphragm must be excised 
and the diaphragm incised widely enough to expose com- 
pletely the track in the liver, and the missile removed. 
The track in the liver should be thoroughly cleansed out 
with a Volkmann’s spoon, followed by swabs wrung dry 
out of saline and ether. 

If oozing occurs, deep catgut sutures should be inserted 
with a blunt needle. As we have pointed out in an earlier 
paper on “ Abdomens,” missiles should not be left in the 
liver. A complete and thorough toilet of the track is 
always necessary; haemorrhage is not to be feared. The 
very low resistance of the hepatic tissues to infection 
makes it important to remove all .sources of infection. 
Having dealt with the liver, close the diaphragm with 
mattress sutures of catgut on a blunt needle, except where 
the diaphragm is stripped from its parietal attachment. 
We do not believe it is advisable, or ever necessary, to 
suture the diaphragm to the chest wall (as suggested by 
Depage). 

If the missile has passed through the diaphragm into 
the abdomen and an injury of a hollow abdominal viscus 
is suspected, it is wiser to deal with the abdomen after 
having closed the chest. After repair of the diaphragm, 
the lung, held with the Collin forceps, should be brought 
up to the opening in the chest (pneumopexy prolongs the 
operation and is never necessary), remove the missile or 
fragment of rib (if lodged in the lung), excise, thoroughly 
clean and suture the track or lacerations with mattress 
sutures of catgut, which should not be so tightly tied as to 
tear out on expansion. For repair of lung tissue a blunt 
round-bodied needle is used. 

Partial lobectomy may be necessary, depending on the 
degree of laceration of the lung. . Total lobectomy and, in 
one case, excision of both middle and lower lobes of the 
right lung has been necessary for acute malignant gas 
gangrene, but has not saved the patient's life. We have 
been struck by the rarity of finding an open bronchus at 
operation. For such a condition crushing and ligaturing 
with catgut is sufficient. It is essential that the visceral 
surface of the lung should in all cases be approximated, 
thus mechanically retarding effusion from damaged lung, 
and lessening the tendency for infective conditions to light 
up in the lung substance itself. Haemorrhage from the 
lung need not be feared. 

All blood clot, pieces of cloth, fragments of bone, etc., 
must be carefully hunted for and removed from the thoracic 
cavity. ‘The toilet of the pleura can better be performed 
by sponging (as in the case of the peritoneum) than by 
washing out. The last step before closing off the pleural 
cavity is tosweep round the chest wall, lung, mediastinum, 
and diaphragm systematically with swabs wrung dry out 
of hot saline, and, finally, with a swab wrung dry out of 
warmed ether. 

The chest should always be closed, unless there is exten. 
sive gas ae of the lung tissue itself adherent to the 
chest wall. 

Time should not be wasted in attempting to repair the 
parietal pleura in extensive wounds, as it can rarely be 
done ; such pleura as remains can be caught up with the 


sutures, 
The chest must be hermetically closed with the first 
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layer of muscles, otherwise pocketing will occur, pleural 
effusion accumulate, the incision break down, and the 
operation fail. From the time the pleura is opened until 
it is closed; when the hands of the operator are not 
actually in the chest, the hole in the pleura should be 
covered by thick lint wrung dry out of hot saline. This 


_closure is important, even if only for a moment at a 


time. 

Careful approximation of the skin edges is necessary to 
ensure early and absolute primary union. 

At one time we concluded the operation by aspirating 
the. air from the pleural cavity with a Record syringe. 
From what: we have seen of early post-operative expansion 
of the lung this step is unnecessary. 

In some few cases we have left sodium bicarbonate 
solution in the chest (Witzel’s method) and withdrawn 
it after eighteen hours. We have seen no benefit from 
its use either in providing an alkaline field to inhibit 
bacterial growth or in aiding expansion of the lung. 
A wide gauze dressing with mastisol or “aeroplane dope ” 
reduces the tension on the sutures and binds the layers 
of the chest wall so as to prevent oozing and pocketing. 
A binder made of 7in. adhesive plaster (tying over the 
dressing) is valuable to retain the dressing, as well as 
to relax tension on the sutures and leave the sound side 
of the chest free for expansion; the latter is extremely 
important. 

On completion of the operation the patient should at 
once be supported in a semi-recumbent position inclined 
to the injured side. 

The “two-stage” operation is indicated in the type of 
case with the entrance and exit wounds far apart—front 
and back or lateral—where gross lesion of the bone, or 
extensive destruction of the tissues, necessitates an ex- 
tensive operation of both wounds. In such a case, enter 
the chest through the wound which allows freest access 
to the pleural cavity and to the part probably damaged. 
After carrying out the operation as outlined above, leave 
the patient on the table in a comfortable position, sur- 
rounded by hot-water bottles. Give intravenous sodium 
bicarbonate or blood transfusion as required, administer 
sodium bicarbonate and glucose, 8 0z., per rectum. Half an 
ampoule of omnopon should be given if the patient is at 
all restless. After one or two hours, deal with the other 
wound. For the second stage, a further paravertebral 
anaesthesia is frequently not required— merely local 
infiltration about the site of the incision. 

Lacerations of the diaphragm on both sides should be 
dealt with by this “ two-stage ” operation. 

There is a percentage of cases in which the treatment 
between the two stages will recuperate the patient to such 
a degree that he is fitter for the second stage than he was 
for the first. 

Injuries of the heart or pericardium can be best dealt 
with by a parasternal flap of the fourth and fifth, or the 
fifth and sixth, costal cartilages, depending on the probable 
site of the lesion (the divided cartilages unite rapidly), and 
this route, in addition, gives free access to the pleural 
cavity. 

Where the missile has passed across the pleural cavity 
and lodged in the mediastinum, especially high up, it is 
wiser to enter the mediastinum through the sternum. The 
missile should be removed, its bed and track thoroughly 
cleaned, and the pleural opening closed to prevent any 
leakage from the mediastinum into the pleural cavity. 
This serves a double purpose—it obliterates a pocket in 
which pleural effusion might accumulate, and shuts off 
from the pleural cavity a source of reinfection. It is 
difficult to deal with the mediastinum through the usual 
costal incision. 

Gross lesions of the parietes under the scapula are 
always difficult to reach. It is possible to deal with such 
wounds from either vertebral or axillary border—winging 
or fixation of the scapula never results if movements are 
started early enough. Trephining of the scapula is neither 
advisable nor necessary. 

Extensive injuries to the spinal column when associated 
with wounds of the thorax, even if the cord is not damaged, 
are usually rapidly fatal. 

In the gross wounds of the thorax which cause death 
on the battlefield, or in the advanced dressing stations, 
‘injuries to the phrenic nerve are probably frequent owing 
to ite anatomical situation. We have frequently seen a 
“flapping” diaphragm under the screen where we pre- 


sumed that the phrenic nerve was injured. In one case a 
diagnosis of hernia of the stomach through the diaphragm 


exceptionally high. Death occurred thirty-six hours from 
‘the time of receiving the wound; autopsy revealed a 
phrenic nerve almost completely severed. 

A pin-head perforation of the descending aorta, stil] 
bleeding after twenty-four hours, was discovered at opera. 
tion in one fatal case. In four cases leakage from the 
thoracic duct has been diagnosed. Rapid and extreme 
emaciation characterized all four cases. Death ensued 
within twelve to twenty-seven days. In all of these caseg 
the wounds, apart from that of the duct, were so extensive 
that no surgical interference with the duct could be 
undertaken. 


Post-OPERATIVE TREATMENT, 

The post-operative treatment of chest wounds demands 
greater attention and more minute daily observation of the 
patient than wounds of any other region. 

The patient is kept at rest in the position he finds most 
comfortable ; this is usually semi-recumbent at first, laten 
he is raised to a semi-sitting posture. The patient's posi- 
tion is changed frequently, but the injured side is always 
kept dependent. If cyanosed, oxygen passed through 
warm brandy is inhaled. Undue restlessness is not to be 
allowed; omnopon in small doses is freely administered, 
if required. Every means of counteracting acidosis is 


each) are administered per rectum by continuous drip for 
forty-eight hours (as a rule, about 5 pints can be absorbed 
in this way in twenty-four hours). Sodium bicarbonate 
(80 to 100 grains per diem) is given by mouth until the 
patient is absolutely convalescent. Barley sugar is allowed 
ad lib. The patient sips a 2 per cent. solution of glucose 
(8 0z. every two hours). Forced and frequent feeding is 
essential. The bowels are kept acting freely, as an over- 
loaded colon is a source of great discomfort to the patient. 
Stimulants of all kinds, such as camphor, strychnine, 
caffeine, etc., are avoided; brandy is given if-the patient is 
an habitual user of it. 
Chest cases should be nursed in the open air if possible. 
Aspiration is carried out as a routine eighteen hours after 
operation and at the end of the third day. Exploration of 
the chest is performed at frequent intervals whenever an 
accumulation of even small quantities of fluid is sus- 
pected, and fluid, if found, is removed by aspiration. 
Fluid must not be allowed to collect after operation. 
Physical signs are misleading, and nothing but repeated 
use of the exploring syringe and aspirator, aided by .r-ray 
examination, will keep a chest safely emptied of fluid. 


CoNCLUSIONS. 

1. Chest cases are as urgent as abdominal cases and 
should be evacuated direct to the casualty clearing station 
as soon as they can stand the journey. 

2. The better the evacuation from the battlefield, and 
from the advanced medical units, the severer is the type 
of case that reaches the casualty clearing station. Thus 
deaths occur in the casualty clearing station which would 
otherwise take place further forward. This was particu- 
larly noticeable in our “ Z” group. 

3. The percentage of severe chest wounds reaching the 
casualty clearing station is very much greater when the 
casualties are principally due to shelling and bombing, 
especially of the back areas, when the casualty clearing 
stations are the nearest medical units. 

4. Cases of traumatopnoea should be closed (preferably 
by suture) at the advanced dressing station, or even, if 
possible, at the regimental aid post. 2 

5. All chest cases should be given morphine early. 

6. Active resuscitation must be carried out at the 
casualty clearing station immediately upon admission. 
The majority of severe chest wounds require blood 
transfusion. 

7. The value of z-ray examination in chest surgery 
cannot be over-estimated. 

8. The complete intrathoracic operation is a serious one 
and should not be lightly undertaken. 

9. Local anaesthesia, combined with gas and oxygen (if 
required), should be employed in chest surgery. 

, 10. Speed and absolute asepsis are essential to success. . 
1l. The operation must begin with excisio in toto of the 


wound and end with hermetical sealing of the thorax. 


was made. At operation the diaphragm was found to be — 


employed. Glucose and sodium bicarbonate (5 per cent. - 
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12. No fluid must be allowed to collect in the pleural 
ity after operation. 
and drainage should be a late resort, and 
are rarely necessary, never unless severe constitutional 
symptoms of infection are present. ; 

14. Non-operated cases should be treated precisely as 

st-operative cases. ore 

15. Men who have been exposed to asphyxiating gases 
bear chest wounds badly. 

16. At certain seasons bronchopneumonia is a complica- 
tion greatly to be feared. (Vide autopsy reports.) 

In no class of surgery is team work so essential to 
success. The surgeon, physician, radiographer, and 
anaesthetist should work hand in hand. The theatre 
sister should be particularly quick and methodical, knowing 
each step in the operation, and avoiding delay by having 
everything prepared in advance and at hand. A post- 
operative sister, who has had long experience -in the 
nursing of these cases. is a most important member of 


the team. 


ILLUSTRATIVE CasEs. 
Appended are brief accounts of six cases operated upon. 
These have been selected as representative examples of 
various types of injury and the operations performed. 


CASE I. 

Pte. D., aged 34. Case of traumatopnoea, missile lodged 
in right lung, comminuted fracture of fourth and fifth ribs. 
Operation. Gas infection of pleural cavity treated by repeated 
aspiration. 

Vdmitted September 18th, 1917. On arrival the patient was 
in a condition of extreme collapse. Resuscitation for six 


hours. 

Operation (ten hours after wound).—Omnopon-scopolamine ; 
anaesthesia paravertebral and local. Wound, situated in right 
mid-axillary line, widely excised. Two inches of fifth and four 
inches of fourth rib removed; large haemothorax; track ad- 
mitting two fingers entering outer and upper aspect of lower 
lobe extending to inner and posterior border. Contusion of 
lower half of injured lobe. Missile removed. Track thoroughly 
excised’ and closed with mattress sutures of catgut. Pleural 
cavity swabbed dry. Chest closed in layers. 

Progress.— Aspirations were made at the foMowing periods 
after operation : 


18 hours.: 7 oz. blood-stained serum. 

19th day: 9 oz. thick pus. Cultures: aérobic sterile; 
anaérobic gas producers. 

23rd day: 7 oz. thick greenish pus, distinct odour. 
Cultures: aérobic, streptococci; anaérobic, BP. 
perfringens. 

27th day: 1 oz. thick pus. Similar cultures. 

33rd day: 40z. dark-red stinking gas gangrene pus. A 
rush of gas escaped through trocar on insertion. 


Explored on the forty-fifth day: No fluid or gas found. On 
the sixty-second day the patient got out of bed. He remained 
quite well, was very active doing light duty in the ward. After 
operation the patient expectorated blood-stained sputum, 
followed by thick nummular pus. Expectoration stopped after 
twenty. days. This is a case of a type which three months 
earlier we should have treated by immediate resection and 
drainage on the result of the thirty-third day’s aspiration. He 
was evacuated on November 20th, 1917. 

It is cases such as this that persuade us that the ability of the 
pleura to deal with infection is very great, and that resection 
and drainage is an operation rarely necessary. 

CASE II. 

Private B., aged 19. Case of missile traversing right chest 
(haemothorax), mediastinum, and lodging in apex of left 
ventricle of the heart. 

Admitted August 7th,1917. Entry wound in right posterior 
axillary line. Closed haemothorax (right). Missile located by 
x rays on left side, presumably behind pericardium. There was 
no cardiac irregularity, and no signs of air or fluid in the peri- 
cardium. Haemothorax was aspirated on the fifth day (35 oz., 
non-infected). 

Operation (fourteen days after-wound, on account of continued 
pyrexia and missile being retained).—Omnopon-scopolamine ; 
paravertebral and local anaesthesia (no gas and oxygen). Chest 
opened by parasternal incision through fourth, fifth, and sixth 
cartilages on left side. The missile was searched for behind the 
pericardium, but not found. No haemothorax on left side. On 
a the pericardium and heart the missile was felt in the 

eart muscle. The pericardium was widely opened, and the 
missile (quarter of an inch square) found lying superficially in 
muscle on the posterior aspect of the apex. No fluid in peri- 
cardium ; thin, non-adhesive, sero-fibrinous film covering 
visceral and parietal pericardium. Unfortunately, owing to 
difficulty of accurate localization by x rays of a missile in the 
heart (especially at the apex, where movements are at their 
maximum and the limits of the pericardium are so close), the 
pleural cavity had been unnecessarily searched. Even the 
gentlest attempts to grasp the heart laterally, or to raise its 
apex (on catgut sutures), caused it to stop beating. As fourteen 
days had elapsed since wounding, and there was no inflam- 


matory process round the missile, it was judged wisest to leave 
it in situ. The pericardium and chest were closed. Duri 
handling of the heart and pericardium the patient complain 
of no pain or distress, either cardiac or respiratory, although 
local anaesthesia only was used. - . 
Progress.—Uninterrupted recovery. No cardiac irregularity 
was observed after operation. The patient was out of bed three 
weeks before evacuation, a light duty in the ward. He was 
evacuated on November 4th, 1917. 


CASE III. 

Pte. McC., aged 19. Case of traumatopnoea (eighth s 4 
left, in posterior axillary line) with missile and fragments a mib 
embedded in diaphragm. 

Admitted August 27th, 1917. Condition fair, but patient com- 
plained of acute pain in epigastrium. Respiration typical of 
diaphragmatic injury. X rays showed “stutter movement” 
of diaphragm and large shell fragment probably impacted in 
diaphragm. 

Operation (immediately after admission; eight hours after 
wound). — Omnopon - scopolamine; paravertebral and _ local 
anaesthesia. Gas and oxygen while hand was inside thorax. 
Haemothorax cleared. ower lobe of left lung lacerated. 
Missile, 24 in. by } in. by } in., found lodged in diaphragm. ‘Two 
sharp spicules of bones and missile impacted in highest part of 
diaphragm, aprenentiy causing the pain. Laceration (4 in.) of 
diaphragm close to costal border, and a second laceration 
where the missile was imbedded. Both lacerations of diaphragm 
and laceration of lung sutured. Chest closed. Immediately 
after operation the pain was relieved. ‘ 

Progress.—Lung in total expansion within twenty-four hours. 
Four days after operation temperature rose to 104°; pulse 106; 
respirations 26. In spite of the pyrexia drainage was not con- 
sidered, but on the tenth day, as pyrexia continued, aspiration 
was performed—l1 to 2 ounces of perfectly sweet, bleod-stained 
serum found. The temperature rose to 102° on the twenty- 
fourth and again on the twenty-eighth day. Nevertheless he 
made an uninterrupted recovery. He was out of bed on the 
thirty-ninth day, and did light duty in the ward for one month 


after. He was evacuated on November 4th, 1917. 


CASE Iv. 
Sgt. B., aged 39. Case of penetrating wound of chest with 
perforation of diaphragm ; missile lod in liver. 
Admitted September llth, 1917 (four ho after wound). 


Condition, grave shock, resuscitation for thre’ hours. 


Operation.—Oranopon-scopolamine ; paravertebral and local 
anaesthesia. Gas and oxygen while hand was in - thorax. 
Small open wound in tenth meee (right) in anterior axillary 
line and chipping of ninth rib. Wound excised en masse into 
pleural cavity. Incision extended; four’inches of ninth rib 
removed. Small haemothorax with some blood clot. Lung 
two-thirds collapsed. Perforation in diaphragm the size of a 
threepenny bit. Active bleeding through hole in diaphragm, 
believed at first to come from diaphragm. Wound of diaphragm 
excised and incised extending one inch back and front from 
wound. Very small perforation found in liver, bleeding freely 
and suggestive of arterial blood. Track cleaned out with 
Volkmann’s spoon. Incision made in track wide enough to 
admit index finger. Missile (high explosive ae tin. by 
in.) found three inches deep and removed. of missile 
thoroughly cleaned with Volkmann’s spoon and swabs wrung 
out of hot saline, finally one swab wrung out of warm ether. 
Track closed with four deep catgut sutures. Some blood clot 
lying beiow the diaphragm. Subphrenic space and right 
peritoneal cavity swabbed dry. Diaphra, closed with catgut 
sutures. Pleural cavity swabbed dry. Chest wall closed. 

Progress.—Uninterrupted recovery. Lung in complete ex- 
pansion after twenty-four hours. On aspiration, 5 0z. sterile 
serum. Out of bed fifteen days after operation. Evacuated 
November 20th, 1917. Doing light duty in ward for three weeks 
before evacuation. 

CASE V. 

Gunner C., aged 31. Case of penetrating chest wound; haemo- 
thorax ; laceration of diaphragm, liver and kidney, with hernia 
of colon. 

Admitted September 27th, 1917. On arrival at casualty 
clearing station he was moribund. Active resuscitation ; 
heater-bed, sleep (omnopon), intravenous sodium bicarbonate 
(2 per cent.) 20 ounces. llied very slowly. Blood transfusion 
600 c.cm., with Kimpton-Browne tube. (As this patient belongs 
to No. 3 blood group there was delay in finding a donor to 
correspond.) 

Operation (6 hours after admission).—Prepared and taken to 
theatre directly after blood transfusion, condition being 
much improved. Pulse-rate 130 to 140; blood pressure 85; 
respirations rapid; right chest not moving ; entire abdomen 
rigid. Large entrance wound, admitting three fingers (not 
sucking), just to right of body of third lumbar vertebra. Dirty 
jagged exit wound admitting three fingers over the costal 
cartilage of the ninth rib (right) in anterior axillary line. Colon 
herniating through exit wound, gangrenous patch size of 
1 france piece with half-inch laceration. Anaesthesia, para- 
vertebral and local. Incision from edge of third lumbar 
vertebra to cartilage of ninth rib. xcision en masse of 
entry and exit wounds with deep muscle of back. Gangrenous 

atch in bowel excised and opening closed with Czerny- 
embert sutures of linen thread. Colon replaced in peritoneal 
cavity. Chest entirely full of clotted blood. A widely open 
laceration of the diaphragm, 5 in. long, 3} to 4 in. from 
parietal attachment. Lung almost completely collapsed. Blood 
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clot removed. Pleural cavity swabbed cleans Diaphragm 
sutured with catgut. Laceration of outer and lower border of 
liver admitting three fingers, but liver not bleeding. Peritoneal 
cavity swabbed dry, peritoneum closed. Right kidney split 
across beyond repair. Nephrectomy. Incision closed except 
for small two-way catheter left in para-renal space for forty- 
eight hours. The operation was carried out entirely under 
Jocal anaesthesia—no gas and oxygen. An almost continuous 
conversation was carried on between the patient and the anaes- 
thetist during the whole operation. 

Progress.—On account of difficulty in finding another donor of 
his blood group, sodium bicarbonate was given intravencusly at 
the end of the operation. Recovery was complete and unevent- 
ful. The lung was in almost complete expansion in less than 
forty-eight hours. Although the patient remained perfectly 
well and had never complained since operation, on the twenty- 
first day an increasing area of dullness was noted in right chest. 
On exploration, fluid was found and 48 oz. of thin serum, of the 
colour and consistency of olive oil, was withdrawn by aspira- 
tion. Cultures, staphylococci. Explored ten days later—no 
fluid found. He was evacuated on November 20th, 1917, 
perfectly well. 


CASE VI. 

Sgt. G., aged 32. Case of chest crushed by falling in of dug- 
out. Subscapular fracture of four ribs (third, fourth, fifth, and 
sixth) on left, and two ribs on right side. Small haemothorax 
or haematoma of lung (left), Detained at advanced dressing 
station for twenty-four hours. 

Admitted September 6th, 1917. On arrival at the casualty 
clearing station he was deeply under the influence of morphine, 
but coughing and complaining of intense pain in the left scapular 
region. Kept submerged with omnopon for five days. Each 
day an effort was made to discontinue omnopon, but violent 
coughing and pain made this impossible. XY rays showed over- 
riding of fractured ends of fourth, fifth, and sixth ribs (left side) 
to the extent of nearly three inches; the third rib on left, and 
the two ribs on right showed clean fractures. Effusion in left 
pleural cavity increasing. -It was decided to undertake this 
most serious operation because it seemed impossible to relieve 
the pain otherwise, and the patient’s condition was becoming 
rapidly worse. 

Operation (September 9th).—Omnopon-scopolamine; para- 
vertebral (six spaces) and local anaesthesia. A curved incision 
was made from the second to the seventh intercostal space 
(left), internal and parallel to the vertebral border of the 
scapula. Pleura found open in the fourth, fifth, and sixth 
spaces. Three inches of each of these ribs removed. Haemo- 
thorax (3 to 4 oz.) cleared out. Left lung in almost total 
expansion, with its entire posterior surface excoriated, and 
showing minute petechial haemorrhages in its substance. 
Pleural cavity swabbed dry. Incision closed. No gas and 
oxygen given. 

rogress.—Aspirations were made at the following periods 
after operation : 


18 hours: 10 oz. blood-stained serum. 

llth day: 1 oz. blood-stained serum haemolysed. 

14th day : 12 oz. blood-stained serum with streaks of pus. 

19th day: 10 oz. thick, foul-smelling pus. Cultures: 
aérobic, staphylococci; anaérobic, gas producers. 

24th day: 20 oz. thick, foul-smelling, yellowish-green pus. 
Cultures: staphylococci and gas producers. 

28th day: Explored; no fluid found. 

3lst day: 7 oz. fluid, more serous and sweeter. 

33rd day : 6 0z. thin yellowish serum, sweet. 

36th day: a yellow serum, streaked with pus, sweet, 
s‘erile. 

42nd day: 8 oz. yellowish-red serum, sweet. 
aérobic, sterile; anaérobic, gas producers. 

45th day : Explored; no fluid found. 


Cultures: 


Convalescence uninterrupted. He was out of bed on the 
seventieth day, and evacuated on November 20th, 1917. 

As the hospital had to be cleared, this patient, together with 
two others, was evacuated before being put on light duty. 
All aspirations were made in practically the same place in the 
left mid-axilla. They appeared to empty a small localized 
collection. Otherwise the lung was in complete expansion 
eighteen hours after operation. Although this case was 
operated on under the most rigid asepsis and there was not 
even an abrasion of the skin, bacteria gained entrance to the 

leural cavity. The wound itself healed by first intention. 
Ramediniety after operation the patient lost his pain and it did 
not return. The success of this operation, in spite of a subse- 
quent empyema, suggests that more radical surgical measures 
might be adopted in similar cases in civil practice. The rapid 
recovery by aspiration from an empyema infected by aérobes 
and anaérobes demonstrates that repeated aspiration should 
be resorted to before considering resection and drainage. The 
mortality of the latter operation in chest wounds at casualty 
clearing stations is nearly 50 per cent. (Elliott). 


THE School of Maritime Hygiene at Naples has, by 
permission of the Italian Minister of Marine, assumed the 
name of the late Professor Alessandro Pasquale, colonel 
in the medical service of the Italian army, its founder and 
organizer. He made it a centre of higher study in hygiene 
and tropical pathology for the special instruction of 
medical officers of the navy. 


A PRELIMINARY NOTE ON THE TREATMENT 
OF INFECTED HAEMOTHORAX. 


BY 
J. F. DOBSON, M.LS., F.R.C.S., 
R.A.M.C.(T.F.), 


SURGEON, LEEDS INFIRMARY. 


THE surgical treatment of infected haemothorax depends, 
as in other infections, on the stage at which the case 
is seen and the necessity for intervention recognized, 
Resection of rib, evacuation of fluid and clots, the removal 
of foreign bodies when possible, and immediate closure of 
the pleural cavity, is ideal, and is being more and more 
widely adopted at the casualty clearing stations. It is 
only applicable in the earliest stages of the infection, and 
at present the published records leave some doubt as to 
the results and the number of cases in which a secondary 
drainage has to be established. Experience of men de- 
trained on the lines of communication as unfit for further 
transport shows that when recurrence of symptoms arises 
these patients very rapidly become seriously ill. 

A high degree of surgical judgement is required in the 
selection of cases of infected haemothorax suitable for 
immediate closure. As experience increases, and facilities 
for early operation are improved, we may expect much 
better results; but at the present time there are a large 
number of cases which cannot be treated in this way—the 
infection has passed beyond the contents to the walls of 
the pieural cavity. 

I have had some opportunities of treating cases of this 
kind by a method of irrigation through a special cannula 
(Fig. 1), which 
appears to be of 
promise. The 
curved silver can- 
nula has no ter- 
minal aperture, 
and is perforated 
with twelve small 
holes. It is em- 
ployed in the 
following manner : 
A sufficient open- 
ing is made into the chest by resection of a length 
of rib, preferably the eighth. Tuffier’s spreader is then 
inserted, the pleural cavity wiped out, and perhaps a 
foreign body is removed or other complication dealt 
with. A pcint on the chest wall towards the upper 
limit of the cavity is selected where the cannula may most 
conveniently be introduced. This is usually in the third 
or fourth space, about or just external to the mammary 
line; a small incision is made through the skin, and the 
cannula pushed through the intercostal muscles into the 


Fie. 1, 


Fig. 2. 


chest. The tip of the cannula should point outwards and 
downwards, and the instrument is fixed in position by two 
sutures to the skin. The original incision is then 
closely sutured around a tube which may be long enough 
to reach into a bottle of antiseptic fluid (Fig. 2). ‘The tube 
of a Carrel ampoule is then attached to the cannula, and 
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e cavity irrigated every two hours. Hitherto I have 

a. but no doubt other solutions will be as 

8. 

or working of the cannula is tested in the post- 
mortem room, it will be seen that a fine spray of fluid is 
thrown in every direction on to the lung and chest wall. 
The irrigation causes no distress; a full ampoule of fluid 
has been run through the pleural cavity at one dressing 
without any inconvenience to the patient. As. the lung 
expands the point of the cannula is pressed against the 
chest wall and causes some pain; it should then be re- 
moved. For this reason it is desirable to insert it at some 
little distance from the anterior and upper limits of the 
cavity, otherwise it may have to be taken out before the 
infection is controlled. ; 

It is too early yet to speak of actual results. The im- 
pression I have gained from a limited number of cases, and 
these all late, with severe infection, is that the infection 
is quickly controlled, that the lung expands well, and that 
the gencral condition of the patient improves very rapidly. 
Certainly at present the results of drainage of a badly 
infected haemothorax are not good. (I refer now to cases 
which cannot be treated by immediate closure.) Many 
cases discharge for long periods, and only heal after much 
falling in of the chest wall, or after wide resection of ribs 
—in any case with a greatly damaged and comparatively 
uscless lung, and a deformity of the chest and spine. 

Ihave not yet had acase in which there seemed any 
necessity for secondary closure of the chest. If the lung 
did not expand after the pleural cavity had been rendered 
sterile, or approximately so, by irrigation, I should not 
hesitate to reopen the wound, free the adherent lung, and 
close the chest. 


GUNSHOT INJURIES OF THE ELBOW-JOINT : 
TREATMENT BY EARLY EXCISION. 


4 BY 
Caprain W. MOIR SHEPHERD, M.D., Cu.B.Eprv., 
T.R.C.S.EpDIN., D.T.M. and H.CANTAB., R.A.M.C. 


Insuries inflicted in the region of the elbow-joint of 
necessity vary with the nature of the missile, the degree of 
sepsis, and the amount of damage to bone and soft parts. 

‘The experience of civil practice in connexion with 
fractures involving this joint serves to show how even a 
slight injury may interfere with and cause permanent dis- 
ability and restriction of function. The ultimate results of 
injuries to the elbow-joint caused by gunshot wounds 
cannot be regarded as satisfactory, as in the majority of 
cases there is complete ankylosis, and not always in the 
most favourable position. Several such cases have recently 
come under observation at the base. Even if the wound 
remains aseptic, bony outgrowth will in the long run 
inhibit movement te a considerable degree. It is, how- 
ever, the regrettable experience of most surgeons that 
comparatively few gunshot injuries remain aseptic, and 
this is particularly true in the case of joints. - . 

When the bones are badly comminuted, especially the 
lower end of the humerus, and with it perhaps also the 
olecranon process of the ulna, results are deplorable— 
sepsis. spreads in the surrounding parts, which become 
oedematous and swollen, the synovial membrane is infected, 
drainage is difficult and unsatisfactory, and the patient 
rapidly shows signs of septic absorption. Whatever method 
to combat infection be undertaken the results are the same 
—the bone goes on necrosing, and accurate apposition of 
fragments is out of the question, a long and tedious illness 
results, and one not devoid of risk to the patient—risk of 
both life and limb. 7 

Primary excision of the elbow for tuberculous disease, 
fracture dislocation, and the like yields good results, and 
it would therefore appear feasible that equally good results 
might be obtained by early excision of wounded joints. 
The degree of sepsis in the surrounding tissues forms no 
contraindication to immediate excision—in fact, experience 
has shown that the free drainage immediately provided 
by the excision of the joint is coincident with a rapid fall 
in pulse and temperature, and the patient makes strides 
towards recovery, and is soon able to be up and. about. . 

‘The question arises, How much bone is to be removed to 
secure a satisfactory new joint? but this, of course, will 
largely depend upon the nature of the primary injury. 


- angled incision was employ 


A large number of cases of gunshot wounds of the 
elbow-joint with little or no damage to heads of radius or 
ulna have passed through my hands at a base hospital. In 
an early series of cases the classical excision of the joint 
was performed, removing the humerus just above the level 
of the epicondyle, the whole of the head of the radius and 
ulna at the same level, but, as was to be expected, move- 
ment was long in returning, and the forearm muscles had 
to be re-educated. A more satisfactory functional result 
can be obtained by removing less bone and interfering less 
with muscle attachments. : 

In a late series the lower end of the humerus was 
removed above the level of the epicondyles and rounded 
well off, preserving the radius and ulna intact and not 
interfering with the attachment of triceps to ulna if the 
latter was not already damaged. The incision employed 
was the angled incision of Kocher, beginning at the lateral 
epicondylar ridge two or three fingerbreadths above the 
joint level, pressing vertically down to the head of the 
radius and thence along the lateral border of the anconeus 
to the dorsal border of ulna about three inches below the 
tip of the olecranon, and finally curving medially oyer 
the ulna. In certain cases the incision had to be modified 
to suit the wound existing, but as far as possible the 
to avoid damage to important 
structures. 

The treatment naturally varied, depending upon the 
degree of sepsis present. If severe the wound was left | 
widely open and treated with eusol gauze or after the 
method of Carrel-Dakin, the arm being fixed to a splint 
at right angles until sepsis subsided and the surrounding 
parts returned to normal. In milder cases the wound was 
partially closed with sutures, while the last few cases 
which came to the base early were excised, bipped, and 
closed after the method of Rutherford Morison, with 
excellent results. 

The splint is left off as soon as the wound has healed 
sufficiently and the arm supported with a sling, the patient 
being encouraged from the first to use his wrist and fingers. 
At night the arm is extended on a pillow or fixed to a 
straight or widely-angled splint, if desirable. 

The results, even in very septic cases, were surprising, 
the wounds cleared up rapidly, and the patient was able in 
all cases in the series to be out of bed at an early date, 
and movement was encouraged by the end of the nth 
to eighteenth day. One patient at the end of a month 
could flex and extend his elbow as well as pronate and 
supinate his forearm and only a small healing sinus re- 
mained. The earlier the excision is performed the more 
certain is the patient to have a good and serviceable arm 
with free movement. 

The conclusions arrived at from observation of fourteen 
cases are as follows: 

1. Excision of the elbow-joint in gunshot wounds offers 
the patient the best chance of combating the infection and 
of a rapid recovery with a movable joint. 

2. If excision can be performed without the removal of 
the heads of radius and ulna, the results are better and 
more quickly attained. 

3. Where possible the triceps insertion should always be 
preserved. 

4. The earlier the excision is performed the shorter is 
the illness and more perfect the result. 


TWO CASES OF ABSCESS OF TESTIS DUE TO 
BACILLUS COLI. 
By W. GIFFORD NASH, F.R.C.S. 


Tue two cases related in the following notes illustrate 
a comparatively rare affection and one which has received 
very scant notice in works on diseases of the genito- 
urinary organs.” 


CASE I. 

On February 17th, 1913, I saw, with Dr. L. Gifford Nash 
of Turvey, Beds, a gentleman suffering from acute cystitis, 
following a wetting whilst shooting ind Mreland. The urine 
was acid, and contained a fair amount of albumin with a . 
deposit of pus and blood. The Clinical Research Association 
reported that it also contained a colon bacillus of the Bacillus 
lactis aérogenes type. Under urotropine the cystitis soon 
cleared up. ; 


*A very complete description of « similar case was given in the 
Lancet of October 4th, 1913, by Mr. W. P. Bonner. 


GUNSHOT INJURIES OF THE ELBOW-JOINT.: 

| | 

| 

| 

| 


BRITISH 
50 JouRNAL ] 


MEMORANDA. 


2, 1918 . 


(Fes. 


In May, 1913, the patient had a mild attack of epididymo- 
orchitis whilst staying in Sussex, and also suffered from boils, 
for which he was treated with a vaccine. 

On December 13th, 1913, he was admitted to the Bedford 
Nursing Home under my care, suffering from high fever and 
swelling of thé right testis and epididymis. The urine contained 
pus. On December 24th an abscess of the testis was opened, 
and the body of the testis, which had sloughed, was removed. 

On January 13th, 1914, the epididymis was excised and sent to 
a pathologist, who found a coliform bacillus resembling the 
B, pseudo-asiaticus of Castellani. 

A vaccine was prepared and used for a considerable time. 
Dr. L. G. Nash informs me that there have been occasional 
mild attacks of swelling of the left epididymis, and that Bacillus 
coli is still present in the urine. 


CASE II. 

On August 11th, 1917, I saw with Dr. Harrisson of St. Neots a 
married man, aged 27, suffering from acute swelling of the left 
testis and epididymis. His history was that whilst serving in 
the army he had an acute attack of swelling of the right testis 
on May 7th, 1917. About May 20th the swelling was punctured 
and pus found. On June lst castration was performed, and he 
was told that he was suffering from tuberculous disease of the 
testis. There was no history of urethritis. He left hospital on 
July 28th, and was discharged from the army. 

On July 3lst he returned home to his wife and sexual inter- 
course took place. On August 2nd he had pain in the left testis 
and slight swelling which progressively got worse. Theswelling 
of the testis was preceded by frequency of micturition. 

When I saw him on August 11th there was redness of the left 
side of the scrotum, and swelling and tenderness of the left 
testis and epididymis. From the history of the acute attacks 
in May and August I diagnosed an infection with Bacillus coli, 
and as he had lost his right testis I advised incision of the left 
testis with a view to letting out the infected products and 
saving some part of the testis. The patient was removed to 
the Bedford Nursing Home, and on August 12th I incised the 
scrotum and also the testis and epididymis. The testig had 
commenced to slough. Pus from the testis was sent to Dr. 
Eastes’s pathological laboratories, and it was reported that the 
material contained the BP. coli and proteus. A vaccine was made 
and twelve doses were given. 

On October 25th Dr. Harrisson reported that the wound had 
healed, the testis was atrophied, and the sexual functions were 
a good deal impaired. 


REMARKS. 

The cases related were both due to infection of the testis 
and epididymis by bacilli of the colon type. It is probable 
that the infection gained entrance along the vas deferens, 
as in both cases the inflammation of the testis was 
preceded by bladder disturbance. 

In the diagnosis of this condition we must think of 
acute gonorrhoeal epididymitis, acute tuberculosis of the 
epididymis, and acute torsion of the testis. In both cases 
the occurrence of gonorrhoea was denied, and there was 
no history of any urethral discharge. Gonococci were not 
found in the urine or in the epididymis and testis. 
Further, gonorrhoeal epididymitis very rarely suppurates. 
In neither case was there any evidence of tubercle in the 
genito-urinary tract, and the acute onset and rapid slough- 
ing of the testis did not resemble tuberculous disease. 
Torsion of the epididymis was not present in either case. 

As to treatment, I believe that the use of a vaccine and 
early incision of the inflamed structures give the best 
chance of saving the testis. 


Alemoranda: 
MEDICAL, SURGICAL, OBSTETRICAL. 


REFERRED SYMPTOMS IN COMMENCING 
INGUINAL HERNIA. 
i HAVE examined 18,000 English and German soldiers, ‘and 
have been much struck with a common symptom amongst 
a considerable number—namely, pain in the region of one 
costal margin, increased tension of the upper segment of 
one or other of the rectus muscles, a general feeling of dis- 
comfort in the upper part of the abdomen without any 
definite physical signs of indigestion or other intra- 
abdominal trouble. If such a case presents itself, and if the 
patient has been standing or walking for a couple of hours, 
and equal pressure is applied over both internal abdominal 
rings (with the thumb of each hand), the facial expression 
will show uneasiness, or actual pain may be localized over 
the ring on the same side as the abdominal pain for which 
advice was sought. Over and over again a cure of the 


symptoms has been obtained by the application of a lightly 
fitting truss, 


The anatomical reasons to my mind are quite plain, 
The nerve supply of the intestines is from the solar plexus 
situated chiefly round the crura of the diaphragm, and 
that of the abdominal muscles is through the lower 
intercostals. 

The diagnosis to be correct must not depend upon asking 
if there is pain in a particular locality in the iliac region, 
If there is a facial expression of discomfort, or actual pain 
ask where. The answer will mention the ring on the 
same side as the abdominal symptoms. This method of 
examination will exclude malingerers, and any leading 
question will cause in all probability a false diagnosis. 

W. B. Cosens, Captain R.A.M.C., 


M.O. i/e Prisoners of War Hospital, Dorchester, 


A CASE OF PORENCEPHALY. 


R. I. M. was admitted into the Jamaica Government 
Lunatic Asylum on April 13th, 1914, swith a history of 
epilepsy. She wasa well-developed woman, aged 37, with 
right-sided hemiplegia. The right upper limb was flexed 
at the elbow, wrist, and finger-joints, a very limited range 
of movement being left. The muscles of the limb were 
quite wasted. The right lower limb was equally affected 
as regards wasting and limitation of movement. She could 
neither spit nor whistle, and saliva was continually 
dribbling from her mouth. She was suicidal but not 
dangerous. There was no instrumental delivery at birth, 
She began to have fits when 16 months old. The paralysis 
was noticed at the time, and she attended school for a 
period, but, owing to the severity of the fits, had to be 
taken away. No one of her relatives has been insane. 
During her stay in the institution she had _ fits 
periodically, and suffered from recurrent attacks of 
pellagra, otherwise she enjoyed fairly good health. For 
six months before her death she had fits, but she gradu- 
ally began to get very emaciated, and had to be confined 
to bed up to the day of her death, September 2nd, 1917. 
Post-mortem examination revealed the following: The 
skull was very thick, dense, and heavy. The dura mater 
was thickened, fibrous, but not adherent to the calvarium. 
The pia arachnoid was opaque and oedematous. Brain: 
There was a notable disproportion between the two sides; 
right hemisphere—simple convolutional pattern, con- 
gested, no wasting; left hemisphere—simple -convolu- 
tional pattern, pale, general wasting. 


cavity containing straw-coloured fluid which was not 
turbid. When the fluid was let out the cavity was smooth, 
there being a complete absence of the basal ganglia or any 
other vestige of brain matter. ) 
the cavity were remnants of the choroid plexus. There 
was an excess of cerebro-spinal fluid. The brain weighed 
895 grams. Examination of the cerebellum, pons, and 
medulla showed nothing abnormal. No morbid changes 


calling for special note were found in any of the other’ 


viscera. 
For permission to publish particulars of this case I am 
indebted to Dr. D. J. Williams, Medical Superintendent. 
H. E. Bonn, M.D., Dip. Psych. Med.(Can.), 
L.R.C.P.and8.Edin., 
Junior Medical Officer, Lunatic Asylum, Jamaica, B.W.I. 


Leports of Socicties. 


FARM COLONIES IN THE TREATMENT OF 
TUBERCULOSIS. 


A piIscussion on this subject was opened at a meeting 
of the Tuberculosis Society on January 21st by Sir R. 
Puitir. He stated that it was nearly twenty years since 
in the British MepicaL Journat (July 23rd, 1898), he had 
made a plea for the establishment of farm colonies for 
tuberculous patients. It was founded on the experience 
of the Royal Victoria Hospital, Edinburgh, which showed 


that in a considerable number of cases complete arrest of - 


tuberculosis could not be attained within the ordinar 
time limit of sanatorium residence, nor even when it 
was considerably extended, and that work of a definite 
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| 
purposive character, far from impeding cure assisted its 
ompletion. It was not easy to estimate the proportion 
of cases falling into the two groups: (1) patients dis- 
charged from the sanatorium in about six months fit 

return to their ordinary occupation, and (2) those 

whom return to the ordinary conditions of home 
mnvironment and work was apt to lead to relapse. 
nee a statistics, stated broadly, went to show 
that within four or five years some 50 per cent. of 
cases apparently arrested had relapsed even when care 
had been taken in the selection of patients for ad- 
mission, and treatment had been regulated with the 


- individual precision possible at such sanatoriums as 


Frimley or the Royal Victoria Hospital. He was appalled 
by what was occurring in relation to the more limited 
course of three months’ sanatorium treatment now 
usually meted out to subjects of tuberculosis, all and 
sundry, under the Insurance Act. In his evidence before 
the Departmental Committee on Tuberculosis he had said 
that even when the period in the sanatorium was not 
curtailed, it would be desirable in from 20 to 25 per cent. 
of the cases to prolong the period of treatment, proba- 
tion by residence in a colony. The farm colony was 
complementary to the sanatorium, affording a simple 
means, economically sound, for securing in a certain pro- 

rtion of cases more permanent arrest of tuberculosis 
than, without undue expenditure, was possible at the 
sanatorium. The name “farm colony” had the attraction 
that it carried forward the open air idea, but it was not to 
be taken to imply limitation of the occupations open to the 
colonists. 

Selection of Cases.—If a colony was to be of real prac- 
tical value the cases admitted must be carefully selected ; 
it must not be used as a dumping ground for all sorts of 
cases. Many cases of tuberculosis did not require resi- 
dential treatment, but skilled surveillance at the home or 
the tuberculosis dispensary. The more advanced cases 
were segregated in the interests of themselves, their house- 
holds, and the community; others, again, required close 
treatment at a sanatorium, either, in a certain number, 
until arrest had been attained or assured, or, in others, 
until the patient had mastered the principles of manage- 
ment and cure, provided always that the conditions to 
which he was to return were such as to admit of his putting 
the principles into execution. There remained patients 
whose lesions were of such a character as to require 
greater continuance of medical supervision and the pro- 


longed maintenance of conditions and environment not 


attainable in their homes or work places. Arrest might be 
achieved by a longer stay at the sanatorium, but such pro- 
longed residence at a highly equipped sanatorium was 


unnecessary and uneconomic. 


Colony Life and Work.—The fact that the main object 
of a colony was to cure a patient of his tuberculosis seemed 
to have been lost sight of in some of the published state- 
ments with regard to colony schemes. ‘Training must be 
subordinate to cure and adapted to achieve the ultimate 
purpose of a colony, which was the completion of the cure 
and the establishment of such relations to future work as 
would most tend to the maintenance of recovered health. 
For a certain number tlie only hopeful outlook after cure 
was to continue an outdoor life; with sufficient capacity 
and energy some would develop skill in some department 
of work which would ensure an ample livelilood later on. 
Included within the colony curriculum were such trades 
as carpentry, and the colony might embrace numerous 
departments provided the colonists were trained not only 
in the trade but in the daily application of sanatorium 
principles to their workshops and homes. ; 

Results—The work of the Royal Victoria Hospital 
Farm Colony, established in 1910, had been disturbed 
in various ways by the war, bet it could be said that 
eighty-eight persons had been in residence, in almost 
every case for twelve months, and with very few 
exceptions discharged, with the disease arrested and 
with a first-rate working capacity. Dividing the records 
into those of colonists in whom bacteriological tests 
were positive and those in whom they were negative, 
the cases included as negative were those in which either 
tubercle bacilli were found on admission, or, in the absence 


‘of such proof (no sputum, etc.), a tuberculin test was 


decidedly positive. The returns as to after-history had 
been brought down to the autumn of 1917, The facts are 
summarized in the table. 


ROYAL VICTORIA HOSPITAL FARM COLONY. 
(Opened July, 1910.) 


SUMMARY OF SUBSEQUENT History oF ALL ‘‘ COLONISTS”? 
DISCHARGED UP TO OCTOBER, 1914. 
(The facts, in most cases, brought up to date (August, 1917), 
and in the remainder up to December, 1916.) 


I. “Colonists” in whom Bacteriological Tests were Positive. 


Date of Total Alive in Alive in Dead through 
* Traced Good Indifferent Natural 
Discharge. No. Condition.| Condition. Causes. 
Per | . Per Per 
No. cent, No. cent. No. cent. 
(a) Oct., 1911 ... | 13 8 5 | 625) 1 12.5 2 25.0 


360 
338 


(b) Oct.,1912...} 31 | 25 | 15 
(c) Oct., 1914...| 81 | 68 | 41 


60.0) 1] 40 9 
60.3} 4] 59 | 2 


II. ‘‘ Colonists”? in whom Bacteriological Tests were Negative. 


Alive in Alive in Dead through 
Date of Total 
> Traced| Good Indifferent Natural 
Discharge. No. Condition.| Condition. Causes. 
P Per Per 
No. | cent,| cent. | | cent. 
(a) Oct., 1911 1 oj—|e;] — 1 100.0 
(b) Oct., 1912...) 3 2 1 | 50.0 0 _ 1 £0.0 
(c) Oct., 1914 7 5 3 | 60.0; _ 2 40.0 


In appraising the value of results it must be kept in 
view that all were cases in which treatment at the sana- 
torium for periods often exceeding six months had failed 
to secure decisive results ; they were typically those which 
would have gone to swell the roll of sanatorium failures. 

Finance.—Life at the colony should be much less costly 
than at an ordinary sanatorium; everything was simple, 
the bed and board good, but nothing extravagant. A con- 
siderable part of the iood might be found on the spot as 
the result of the colonists’ own activity, and if, as was the 
ideal arrangement, the colony was linked with other 
tuberculosis institutions and perhaps other hospitals in 
the neighbourhood, a considerable amount of co-operation 
might be effected. Waste material from the sanatorium or 
hospital might be used in the colony piggery and poultry 
yard, while potatoes were supplied by the colony to the 
other institutions. The Royal Victoria Hospital Farm 
Colony had to begin by adapting an old mansion house and 
getting its parks into cultivation. For the first few years 
the debit balance was large, but by 1915-16 it had been 
reduced by over 50 percent. The war had stopped develop- 
ment, prevented increase in the number of colonists, and 
added greatly to the cost of food and supplies of all kinds; 
otherwise the financial results would have been better. 
Still, the figures for 1916-17, after three years of war, 
showed that the actual cost, after deducting revenue from 
total expenditure, free of rent, was £1 2s. 5d. a week for 
each colonist. Each case in the colony must be subject 
to individual care. In the early days after the ad- 
mission of the patient the medical superintendent must 
gauge the degree and kind of arrest possible and the form 
of activity most likely to conduce to recovery and main- 
tain it. The medical superintendent must not only under- 
stand tuberculosis, but have some knowledge of. farming . 
and industrial work, and must distribute jobs and adjust 
training in the interests of the colonists individually, as 
well as in the common interest. Too much had been made 
of the disadvantage of an enforced change of occupation; 
it was not always necessary; and by the interposition 
of a year of the simple outdoor active life of the colony a 
colonist might be restored to health and physiologically 
trained, and then frequently resume his old work with 
considerable confidence. Experience, however, proved 
that where a change of occupation was desirable it was 
achievéd with less difficulty than might be expected. 


Clerks, miners; bakers, tailors, and ironmongers had ~ 


become farmers; shopmen had become travellers and van- 
drivers, clerks railwaymen, and saddlers carters. Brief 
reference was made to the question whether beyond the 
provision of institutional treatment more was to be done 
for the tuberculosis patient in the way of subvention when | 
under control or if he continued disabled, but it was con- 
sidered too large a subject for discussion at the time. 
In conclusion, Sir Robert Philip said that if the treatment 
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of tuberculosis was to be really effective it must be freed 
from the hampering influence of the res angusta domi, and 
pointed to the arrangements made by the Ministry of 
Pensions in relation to institutional treatment of discharged 
sailors and soldiers as a precedent. 


Discussion. 

‘Dr. Nort BarpsweELt considered that the principle of 
farm colonies was sound, for by them treatment was 
prolonged and suitable accommodation provided. There 
was great difficulty in the employment of consumptive 
labour except in colonies or in sanatoriums. 

Dr. A. H. Macpnerson (resident physician-superinten- 
dent, Hairmyres Colony, Lanark) said that the farm 
colony must be based on sound economic lines, and 
at the same time so treat and train a patient that 
he became capable of earning a livelihood under suit- 
able conditions with the risk of relapse reduced to a 
minimum. Patients with the disease dormant and who 
no longer required nursing were transferred to the 
farm colony, thus relieving pressure on the sanatorium. 
Each department should be a separate unit, complete 
with equipment in every detail for carrying on the work 
assigned to it. The work of the farm colony must be as 
varied and interesting as possible in order to supply 
different grades of labour and at the same time sustain 
interest. A farm colony should be situated within a 
reasonable distance of a good market, and should not be 
contiguous to the sanatorium with which it worked in 
co-operation. The residences for colonists need not be 
elaborate. Buildings for the rearing and housing of stock 
should be well designed, kept scrupulously clean, and 
ventilation should be a special feature. Whatever stock 
was kept should be typical of the breed. Every colony 
should have a minimum staff, consisting of a physician- 
superintendent, a nurse-matron, and a farm grieve or 
bailiff. ‘The outdoor staff should be engaged by and under 
the direct control of the physician-superintendent. The 
appointment of the matron should be approved by him 
also. There were two farm colonies in existence in 
Scotland—the Royal Victoria Hospital Farm Colony, in- 
augurated in 1910, and the Hairmyres Colony in Lanark- 
shire of later date. Both worked in intimate co-operation 
with associated sanatoriums. ‘The usual period of residence 
was about one year. The Hairmyres Colony was on a 
large scale and held in it all the elements of success. 
A pavilion for children suffering from tuberculosis was 
opened in 1914, and a certificated teacher was in resi- 
dence, who took care of the patients during school hours 
and when working in the garden or forestry. The farm 
colony was destined to form an economic factor of high 
value in the treatment and training of children with 
tuberculosis. They were hardened to resisting point and, 
on discharge, were in a condition to cope with unfavour- 
able environment. It had been proved that risk of infec- 
tion to stock and produce might be entirely disregarded 
ow a colony under strict medical supervision. 

Dr: F. N. K. Menztes said that conclusions had been 
reached on insufficient grounds that sanatorium treatment 
was a failure. Proper perspective was lacking as to the 
type of clinical case suitable. Certain aspects of farming 
were appropriate, such as market gardening and the small 
holding type. A comprehensive scheme was necessary for 
large areas such as London. 

Dr. Joun Sortey said that rigid selection of cases was 
necessary for sanatoriums and farm colonies. The crux 
of the matter lay in the treatment of tuberculosis of 
infants and children, because they showed the greatest 
tendency towards regaining a power of resistance. 

Drs. JANE WALKER and EstHER CARLING took exception 
to the name “farm colony” on the ground that few 
patients leaving a sanatorium could do farm work. | Dr. 
F. R. Watters suggested the name “health colony.” 
Those suitable for admission were (1) slight cases, and (2) 
’ gevere and more chronic cases. Those suffering slig):tly 
were not conscious of a bad breakdown and did not like 
sanatoriums. He suggested a short pericd of training in 
a sanatorium after which they might be induced to go to 
a health colony. 


THE French Government has drafted a bill to render 
illegal the use of casein for any other purpose than human 
consumption. 


Rebiets. | 


ACUTE POLIOMYELITIS. 
Dr. DrapPer’s compact account of the disease in his boo 
entitled Acute Poliomyelitis: contains his experience gq; 
the Hospital of the Rockefeller Institute for Medi 
Research, New York, and may be said to reflect Flexnond 
teaching at that institute both before and after the great 
epidemic of 1916. His object is to present the most recenf 
conception of this general infective disease, in the course of 
which paralysis is but an accidental occurrence; there 
thus two distinct phases of the disease—one of pr 
systemic infection, the other characterized by a disorder 
of the nervous system. The author is rather cautious 
about Flexner and Noguchi’s globoid bodies; he states that 
their presence has been confirmed by several laboratories, 
that there has been no complete disproof of their specificity, 
and that whether or not they are the same biologcal entity 
as the polymorphic organism with affinities to the strepto- 
coccus described by Rosenow and others, must be left for 
future research to decide. In acute poliomyelitis wide. 
spread visceral changes are mentioned, especially in the 
lymphatic organs which show hyperplasia. 
_ Three types of the clinical picture may be recognized: 
in the first group the patient appears to recover completely 
or in part from the general systemic infection, and then to 
suffer an attack on the cerebro-spinal tract; there are thus 
two periods of symptoms, or humps, with an interval of 
well-being, and hence this is termed the “ dromedary ” 
type; in the second or “straggling” type there is no 
interval of freedom from symptoms; and in the third or 
sudden onset type implication of the nervous system is 
obvious from the first, but is really preceded by an un- 
observed because mild systemic stage. From 50 to 80 per 
cent. of the cases attacked do not suffer any implication of 
the nervous system, and these cases, formerly spoken of as 
abortive, are far commoner than has been realized in the 
past. The meninges have escaped invasion, and the cerebro- 
spinal fluid is normal, so that the case ends with the first 
hump of the dromedary type. In the early stage of menin- 
geal implication the cerebro-spinal fluid is rarely opalescent 
or turbid, but contains multilobed cells, resembling and 
usually called polynuclears, though probably wandering 
tissue-cells, which rapidly give place to lymphocytes, so 
that in twenty-four to thirty-six hours 90 per cent. of the 
cells are lymphocytes. With very few exceptions this cell 
count runs parallel with the intensity of the “ spine sign,” 
namely, pain and rigidity on flexing the neck forwards. 
That this spine sign may precede changes in the cerebro- 
spinal fluid is explained as due to pressure on the ganglia 
on the posterior roots, which experimentally may be seen 
to be invaded before the meninges, during flexion of the 
neck. Combined intrathecal and subcutaneous or intra- 
venous injection of serum from a recovered patient should 
be begun early, within thirty hours of the onset of menin- 
geal invasion. This book gives a clear account of the 
subject, and well carries out the author's intentions, 


THE FUTURE OF THE DISABLED SOLDIER. 
Tue problem of the future employment of mutilated 
soldiers is acute in this country, but if the statement that 
the total number of our casualties is less than that of the 
French dead be even approximately true, the dimensions 
of the question with which our allies have to deal is 
apparent. In his little book on the Future of the Dis- 
abled Soldier,’ Dr. Hutt deals at some length with the 
experience of France and Belgium in dealing with this 
problem. 
~ Both those countries had the advantage of possessing 
special institutions for the training of workmen mutilated 
in* peace time, which supplied experience and data for 
the development of much more extensive organizations. 
L’Institut Militaire Belge de Rééducation Professionnelle at 
Port Villez, of which we gave an account some time ago, 
is now, Dr. Hutt says, “ not only self-supporting, but has long 


Acute Poliomyelitis. By George Draper, M.D. With a foreword by . 
Simon Flexner, M.D. London: William Heinemann (Medical Books), 
Ltd. 1917. (Pp. 149; 19 illustrations. Price 7s. 6d.) 

2The Future of the Disabled Soldier. By C. W. Hutt, M.A., M.D. 
Cantab., D.P.H.Oxford, Temporary Lieutenant R.A.M.C. London: 
J. Bale, Sons, and Danielsson, Limited, and T. Fisher Unwin, Limited. 
1917. (Cr. 8vo, pp. x + 199; 14 figures. 6s. net.) 
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id back the Belgian Government the entire capital 
260 tallation.” and supplies to the Belgian 
army @ large number of tools and other useful articles, 
and teaches forty-three different trades. A good deal of 
the economy of this institution rests upon the fact that 


gil Belgians are mobilized, and teachers and others only 


i a 

thee is a large number of écoles professionelles 
busily at work which combine the functions of curative 
workshops with those of training establishments. In 
these, as in the Belgian schools, the re-education of the 
left hand is specially attended to. In connexion with the 
training of the wounded the scientific work of Dr. Jules 
Amar is worthy of notice. In 1912 he was appointed 
Professor of the Physiology of Work at the Paris Con- 
servatoire des Arts et Métiers, and he has since applied his 
methods of investigation and record to the study of the 
work of disabled soldiers. Dr. Hutt reproduces illustra- 
tions showing the apparatus used registering movements 
and energy produced in the use of various tools. These 
methods not only furnish valuable information as to the 
effort made in using tools, but also show the onset of 
fatigue, and enable the observer to check over-exertion and 
watch the progress made. Dr. Amar’s table showing the 
average power of stumps of different lengths is of great 
interest. Taking the power of the whole segment of the 
limit as 100, the power of a stump of half that length is 
generally about 65, except in the case of the leg below the 
knee, where it is 73. Dr. Amar estimates that 80 per cent. 
of the amputated will repay re-education. ; 

Dr. Hutt gives succinct accounts of the work being done 
in Germany, Canada, Australia, and New Zealand, and 
also of the curative workshops advocated and established 
under Sir Robert Jones, and at Queen Mary’s hospitals 
at Roehampton and at Brighton, and the Polytechnic in 
London. These curative workshops will play an important 
part in the orthopaedic treatment of wounded and of dis- 
charged men for some time to come. Many men who have 
lost a leg are now earning far better wages than they were 
getting before the war, not because of the rise in rates 
of pay, but because they have become skilled instead of 
unskilled workers. The loss of an arm is a more serious 
handicap but one which training and perseverance often 
nullifies. Every person who is interested in the reinstate- 
ment of the wounded in the ranks of industry will find 
Dr. Hutt’s book instructive and useful. Especially is a 
knowledge of what is being done in other countries 
stimulating and destructive of undue self-complacency. 


NOTES ON BOOKS. 


Sir FRANCIS DARWIN has published a charming book of 
essays, Rustic Sounds and Other Studies in Li terature and 
Natural History. The first paper gives its title to the 
book ; in it the author recalls the rustic sounds of his boy- 
hood’s home at Down—the primitive notes of birds, trees, 
and running water, the swish of scythes, and the voices of 
haymakers. This love of the countryside is revealed also 
in a story of a lane in the Cotswolds. Biographical essays 
deal with his kinsmen, Francis Galton and George Darwin, 
and with Stephen Hales, who in the eighteenth century was 
a pioneer in vegetable as well as in animal physiology. 
The author leads us again to his own subject in the 
chapters on the movements of plants and on picturesque 
experiments in botany. His feeling for the poetry of 
research is revealed in many pages. ‘After all,’’ he says 
in a genial outburst, ‘‘ the real fun of science begins when 
one finds out something that was not known before.’’ 
There are three papers on the aims and methods of educa- 
tion which are especially interesting at the present time. 
It is to be noted that Sir Francis Darwin has a very poor 
opinion of the classics as a training for the average boy, 
and protests strongly against the ‘‘ great Molech’”’ of 
examination. As was to be expected from the subjects he 
selects to treat in this book, Sir Francis Darwin is an 
Austenian, but we wonder whether his admiration of the 
divine Jane does not carry him too far when he suggests 
that she is the most re-read author of the last hundred 
years. Music also furnishes him with a theme; there 
is an erudite little essay on the pipe and tabor, the 
traditional instruments for English folk dancing, and 


-an inspiring fragment on war music—both originally 


delivered as addresses to a society of Morris dancers. 


8 Rustic Sounds. and Other Studies in Literature and Natural 
History. By Sir Francis Darwin, F.R.S. London: J. Murray. 1917. 
Cr. 8vo, pp. 231; 8 figures. 6s.) fe 


Lastly, there is a very sympathetic paper on dogs and 
dog lovers, with its reluctant admission that, after all, 
it may be that not to care for dogs is no more a 
blemish than a lack of musical ear. ; 


Messrs. Longmans have published in a well printed, well 
illustrated pamphlet (price 3d.) entitled The Trail of the 
Barbarians, a translation by Mr. Ford Madox Hueffer of 
the small book written by Pierre Loti for French school 
children. It relates a journey he made through the devas- 
tated districts, describing the ruined towns, the desecrated 
churches, the smashed farm implements, and the hacked 
fruit trees. Revised into good idiomatic English, the 
pamphlet would be a more valuable piece of propaganda 
literature than most of its forerunners. ' 


MEDICINAL AND DIETETIC PREPARATIONS. 


. Jdardox. 
WE have received from Messrs. Jardox, Ltd., Crystal 
Palace Works, Anerley, a sample jar of Jardox, which is 
claimed by the makers to be a pure beef food containing 
the albumin and fibrin of the meat in an easily digested 
form,-in addition to the usual extractives present in pre- 
parations of this type. Our analysis shows it to contain: 


Moisture 40.7 per cent 
Total nitrogen... wes 687 
Mineral matter 


When mixed with boiling water in the proportion directed 
the resulting liquid is very palatable, and bears quite a 
close resemblance to home-made beef-tea prepared in the 
usual manner, 


VITAL STATISTICS IN ENGLAND AND 
WE are indebted to the Registrar-General for the following 
statement showing the birth-rates and deatli-rates and the 
rate of infantile mortality in England and Wales and in 
certain parts of the country during 1917. 
ENGLAND AND WALES. 


Birth-rate, Death-rate, and Infant Mortality during the 
Year 1917 (Provisional Figures). 


| | 
Civilian : 
Birth-vate Deaths 
| per 1,<09 Death-rate | Under One 
| “Total Civilian. Year per 
| Population. | Population, | 1-00 Births. 
England and Wales ...... 17.7 440 97 
95 great towns, including | ‘ 18.0 14.6 | 104 
London (populations ex- | 
ceeding 50000 at the 
Census of 1911) 
148 smaller towns (popula- 17.9 13.1 93 
tions from 20,000 to 50,000 
at the Census of 1911) 
London. | 15.0 | 103 


The following table, which we have compiled from the 
statements published for ten years, will be of interest. 
The figures (not standardized) of the death-rates do 
not disclose any very distinct movement; the deaths of 
infants appear to indicate a slight increase. The most 
disquieting sct of figures are those showing a further 
marked decline in the birth-rate since 1914. 


ENGLAND AND WALEs. 


Births per 1,CC0 | Deaths Under 
1908 26.5 “14.7 
1939 25.6 14.5 109 
1910 Be 24.8 13.4 106 
1911 24.4 14.6 130 
1912 ms 23.8 13.3 95 
1913 é 23.9 13.7 109 
1914 23.6 13.9 105 
1915 a 21.9 | 15.1 110 
1916 21.6 | 14.0 91 
1917 | 97 


17.7 | 14.4 
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THE ARMY MEDICAL SERVICE TO-DAY. 


ENERAL Sir A. HuntEr-WEsTON, who commanded 
he famous 29th Division at the landing at the 
Dardanelles, in a maiden speech in the House of 

ommons on January 24th, when discussing some 
of the criticisms which army administration has had 
to encounter, said: ‘ Objection has furthermore been 
made that sufficient use has not been made of the 
best brains, and that there is a prejudice against the 
Territorials and the new army men. Nothing could 
be further from the truth. When men are fighting 
for their lives and honour, as we are now, they ask, 
not who a man was, not whether he was a Regular, 
a Territorial, or a New Army man in the past; they 
ask what is the best man now? We want to get the 
best assistance to help us to win the war, and a man 
at the front is taken for what he is, and not for what 
he was.” Lord Derby repeated this assurance on 
January 29th and gave some statistics of the number 
of regular, reserve, special reserve, new army, Terri- 
torial Force, and overseas officers holding general and 
administrative staff appointments. It appears that 
the number of regulars so employed is 1,944, of the 
reserve and special reserve 352, and of the new army, 
Territorial Force, and overseas officers 1,022. The 
report of the Committee appointed over a year ago 
with Mr. Winston Churchill as chairman, but which 
has concluded its labours under the chairmanship of 
Colonel Lord Burnham, recommends in its second 
report, issued this week, that “ the selection of officers 
for administrative medical positions should continue 
to be made from the Royal Army Medical Corps as 
a whole” (see p. 164). 

It is satisfactory to know from ‘an officer so dis- 
tinguished and experienced as General Hunter-Weston 
that the leaders of the combatant forces take the view 
he expressed, and it is natural for medical men to ask 
if there is the same freedom from prejudice and the 
same readiness to make full use of the best brains, 
wherever found, in the administration of the Army 
Medical Service. If any change of attitude has 
occurred, it must be of recent origin, and there is still 
a widespread belief that ‘thus far and no further” 
expresses the attitude of the chief regular medical 
officers towards their Territorial or temporary brothers. 

It seems well, therefore, to consider this matter, not 
in any carping spirit, nor with any thought of ousting 
the capable Regular from appointments to which his 
life’s service fits and entitles him, but in the hope of 
contributing something towards the solution of the 
problem of how to maké the best use possible of every 
medical officer in the army, whether Regular, Terri- 
torial, or temporarily commissioned. We propose to 
examine into the origin of the criticisms to which we 
have referred, the grounds on which they are justified, 
and the methods available to remove the causes of 
any complaint which can be shown to be legitimate 
and well founded. In the early days of the war, 
before the first burst of enthusiasm had subsided into 
the recognition of war conditions as part of our daily 
life, men were content to accept the organization 


’ which had been built up by the expert corps of the 
old army, and placed themsclves voluntarily and 


without question under the system. The number of 
regular medical officers of the R.A.M.C. was originally 
a little over 1,000, but during the first six months the 
number was raised to about 1,200, chiefly by the em. 
ployment of retired officers. While the new armies 
were being formed and trained at home and the force 
abroad was relatively small, a sufficient proportion of 
capable administrators could be found among the 
regular medical officers on the active list to cope with 
the situation. The officers of the Special Reserve, 
R.A.M.C., had been at once called up when war broke 
out, and medical officers: of the Territorial Force 
were of course mobilized as a part of that force. At 
an early date also a considerable number of civilian 
medical men received temporary commissions ; they 
numbered, we believe, nearly twelve hundred before 
the end of 1914. Since then this number has been 
increased tenfold as the new armies grew and the 
area of operations extended, until at the present time. 
the civilian element outnumbers the regular military — 
probably by twelve to one; the total number of 
medical officers in the army, indeed, equals, if it does 
not exceed, the number of general practitioners left to 
deal with the whole of the civil population of England 
and Wales. 

The civilian addition to the medical ofticer per- 
sonnel of the R.A.M.C. included men engaged in 
every variety of medical practice, and among them 
men of wide experience and the highest capacity in 
clinical medicine and surgery. It is due to the heads 
of the Army Medical Service to say that they at once 
recognized the value of these recruits on the professional 
side, and made very full use of their capacity in such 
parts of the duties of the service as directly concern 
the treatment of the sick and wounded. They availed 
themselves also of civilian experience in matters of 
sanitation, and many modifications in the details of 
administration were introduced into this most im- 
portant part of military organization. The use of 
consultants in every branch of medical science has 
been of enormous valve. That the treatment of the 
sick and wounded in the present war surpasses any- 
thing achieved previously is in largest measure due to 
this recognition of the value of civilian assistance on 
the professional side. 

We are now well on in the fourth year of war, and 
the civilian practitioners who entered the Royal Army 
Medical Corps in the earlier years have learnt much 
of army organization and army methods, and have 
had time and opportunity to view the situation in 
the light of their experience in the field. It is 
inevitable that they should have compared the work 
they are doing in the army with the work they 
used to do in civil life. Long hours of leisure 
have given to some the time to clarify their views 
on the administration of an Army Medical Service. 
They seem to have found it difficult to obtain 
consideration of these views by administrative 
regular officers, whose minds perhaps are occupied 
by more immediately urgent matters. Temporary 
officers have found themselves in unsuitable or un- 
congenial posts, and they wonder who is responsible 
for the selection, and on what evidence it was made. 
Again, surgeons busy in the practice of their art in 
the days before the war are apt to criticize the con- 
tinued enforcement of old army regulations requiring 
them to prepare documents in triplicate in their own 
handwriting when it seems to them conceivable that 
the copying would be done as well by a typist from 
the W.A.A.C. They know that the supply of doctors 
for the civil population of these islands has been de- 
pleted until it is certain that no more can be secured 
without causing serious difficulty to the community. 
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It is not surprising, therefore, that medical officers 
have asked themselves whether the authorities of the 
Army Medical Department are fully alive to the 
necessities of the future. Many have come to the 
conclusion that the department’s arrangements ought 
to be improved in two directions. They consider that 
it is extravagant in its use of medical officers, and that 
it is reluctant to admit defects in its methods of ad- 
ministration. These critics think that improvement 
in the administration of the Army Medical Depart- 
ment would accrue from greater infusion of civilian 
capacity on the administrative side. 

Thus in the Army Medical Service, as now consti- 
tuted, a mas; cf personal grievances has arisen, based 
largely on the charge of extravagance in the use of 
medical officers, as regards the time occupied in 
their duties, the way in which their talent is 
made use of, and the numbers employed. It is, of 
course, easy to assert that men love a grievance, or to 
recall the statement that no army ever had so many 

grievances as Wellington’s. Nevertheless, when 

rievances are so widespread that almost any man 
will unburden himself privately on the matter, and 
when opinion on the cause of grievances is so con- 
cordant, it would seem wise on the part of those in 
charge of the machine: to consider whether some 
adjustment of its parts may not be desirable, 

The examination of the question whether the com- 
plaint is justified is a lengthy matter, and cannot be 
fully developed in this article. But we may at least 
put together some of the questions which appear to 
call for investigation. We hope that.their formulation 
may be of assistance, especially to the Army Medical 
Department, but also perhaps to the Ministry of 
National Service, for both are concerned with the very 
difficult problems which have arisen. 

The questions that seem to require close considera- 
tion are, in the first place, whether in fact a sharp 
line is drawn between administrative and professional 
work, and if so whether this sharp line should be 
maintained. Another question is whether it is not the 
case that larger emoluments attach to administrative 
posts than to those concerned with professional 
work, and, if this be so, whether a regular officer 
R.A.M.C. who has reached a certain rank may 
not in consequence be diverted from the professional 
work in which he is really interested to administra- 
tive work for which he may have no special capacity 
or experience? “The next question which arises 
is whether ofticers of the Territorial Force or those 
holding temporary commissions are heing appointed 
to administrative posts. An order encouraging 
action in this direction was issued last summer; 
how far it has been acted on we do not know nor to 
what kind of post such officers have been appointed. 
Again, what is the official position of the consulting 
physicians and surgeons with regard to an expression 
of their views on administrative questions? Finally, 
it has to be asked whether the office and clerical 
methods of the Army Medical Service are up to date, 
whether the system required to he followed in 
furnishing reports could not be simplified, and 
whether the methods of filing documents for 
reference and preparing card indexes, as well as 
other parts of the machinery used in a large business, 
have been adopted in the Army Medical Service. 

The justification of the complaints which are made 
depends largely upon the answers to these questions. 
From the evidence at our disposal we gather that there 
is no doubt that some at least of the older regular 
medical officers draw a very decided line between 
administrative and professional work. Officers hold- 
ing such appointments as those of D.G., D.M.S., 


and D.D.M.S., and members of their staffs as 
a rule do no professional work, nor is it wise in 
most cases that they should interfere in work to 
which many of them have become unaccustomed. 
On the other hand, it does not appear that these 
directors are commonly in very close touch with the 
medical officers under their command, nor that they 
have any thorough knowledge of the capacities of 
these officers. It would appear that their acquaintance 
with the varying capacities and experience in prac- 
tice of medical officers serving under their command 
is often picked up in a rather casual way, as though 
it were assumed that every medical officer is capable, 
as Wellington said of his Peninsular army, of “ going 
anywhere and doing anything.” Consultants, drawn 
from civil life, are attached to the armies, and are no 
doubt prepared to advise on the capabilities of medical 
officers when the matter is brought to their notice, but 
we cannot gather that this is done systematically from 
front to base, nor do the consultants appear to occupy 
any official position in the deliberations at various 
head quarters. With an army in which the civilian- 
derived element now preponderates to the extent of 
twelve to one, it would seem advisable to make far 
more offieial use of the consultants than appears to 
be the rule. 

If it should be proved that there are grounds for 
the complaint that the Army Medical Department 
does not make full use of the best brains of the 


-medical profession, and if it be found that it is on 


the administrative and organizing side that the fault 
lies, what remedy or remedies should be applied? To 
us if seems that there are two directions in which 
improvement should be obtainable. First let the 
Army Medical Department invite the assistance of 
capable non-regulars in every capacity in which they 
can be useful. Let it establish officers’ branches in » 
connexion with the department at home and the 
various general head quarters, and give the staff of . 
these branches every facility for gaining knowledge 
of the capabilities of the medical officers working at © 
each front. Every source of information should be 
at the disposal of these officers’ branches, and the 
senior officer of such a branch should be present at, and 
take part officially in, such administrative discussions 
at head quarters as concern the use and distribution of 
personnel. Secondly, let the Army Medical Depart- 
ment overhaul its office machinery, and consider 
whether its work could not, with advantage to 
economy of personnel and speed of working, be 
reorganized on more modern business lines. 


THE EFFECTS OF EXPERIMENTAL 
HYPERTHYROIDISM. 


THE relation of disturbances of the ductless glands 
to conditions arising during the war has attracted 
a certain amount of attention. At a comparatively 
early stage the view that the soldier’s heart or “ effort 
syndrome,” the name suggested by Dr. T. Lewis, was 
due to hyperthyroidism came forward and was sufti- 
ciently debated. As the most obvious manifestation 
of a general over-stimulation of the ductless glands by 
excitement or the toxaemia of infections is hyper- 
thyroidism, this is often regarded as the sole change, 
but Dr. A. F. Hurst pointed out that in reality the 
disorder is more complex, and concerns all the endo- 
crine glands. ‘The importance of the inter-relations 
of these glands has long been recognized, especially 
in connexion with the pathogeny of diabetes, and it 
has been thought that between thyroid and pancreas 
and between pancreas and chromafiin tissue there is 


Tut Barrisn 
Mebicat JouRNAL 


LORD RHONDDA ON NATIONAL RATIONING. 


(FEB. 2, 1978 


a mutual restraining influence, and between thyroid 
and chromaflin tissue a mutually stimulating influence. 
In these difficult problems imagination and specula- 
tion, valuable as they undoubtedly are in their way, 
must be controlled by exact experimental researches, 
such as those recently published by Professor P. T. 
Herring.’ 

In his first paper he records the results of careful 
investigations of the influence of thyroid feeding, 
and of the weight and adrenalin content of the 
adrenals. Male white rats were given daily for about 
twenty-five days 0.2 to 0.5 gram of fresh ox thyroid, 
with the result that the medulla, and more especially 
the cortex of the adrenals, were found to have under- 
gone hypertrophy, and that the adrenalin content was 
increased absolutely, though diminished relatively, to 
the percentage weight of the glands. A further re- 
search on the action of thyroid upon the growth of 
the body and organs of the white rat, while confirm- 
ing in the main the results obtained by E. R. Hoskins, 
brings out some new points. Rats of both sexes, the 
females being found to be more susceptible, were given 
0.1 to 0.2 gram of fresh ox thyroid in their food daily 
and weighed weekly. When the experiment was 
finished the organs were weighed and examined but the 
full histological details have not yet been published. 
Thyroid feeding causes profound changes in the body, 
eventually leads to death, and “acts on metabolism as 
a forced draught acts on the fuel in a furnacé.” As 
estimated by body length, the growth of young 
rats is little affected but the body weight is, on the 
whole, diminished, though the loss due to disappear- 
ance of fat may for a time be counterbalanced or 
even more than counterbalanced by the increased 
weight of many of the viscera. -In addition to the 
adrenals the heart, kidneys, and pancreas are con- 
stantly and greatly hypertrophied ; the weight of the 
heart being more than trebled, that of the adrenals 
and pancreas more than doubled. The hypertrophy 
of the kidneys is closely related with that of the heart; 
both correspond to the amount of thyroid consumed, 
and are prominent features in rats dying suddenly, as 
sometimes occurs, while thus rendered hyperthyroidic. 
The liver, spleen, testes, and ovaries are also, though 
not so markedly, enlarged. The hypertrophy of all 
the organs mentioned was explained by Hoskins as 
due to increased metabolism, and Professor Herring 
accepts this view as regards the liver, spleen, testes, 
and ovaries, but considers that the extreme enlarge- 
ment of the adrenals, heart, kidneys, and pancreas 
points to the existence of some additional factor. 
Thus, there is an increased production of adrenalin in 
thyroid-fed animals, and the maintenance of their 
health appears to depend on this; further, in Graves’s 
disease, in which there is usually believed to be ex- 
cessive thyroid secretion, an increased amount of 
adrenalin has been found in the blood, and its medi- 
cinal use is sometimes followed by temporary im- 


provement of the cardio-vascular symptoms; these 


considerations suggest the conclusion that the in- 
creased output of adrenalin is compensatory and over- 
comes the effects of thyroid in the circulation. These 
additional factors in combination with heightened 
metabolism may be responsible for the great hyper- 
trophy of the heart and kidneys. The pancreatic 
enlargement may be connected with regulation of 
carbohydrate metabolism which would otherwise be 
upset by the excessive amount of adrenalin, but it 
should be noted that islands of Langerhans were not 
proved to be more numerous than in normal condi- 
tions. In young rats the growth of the uterus and of 


1p. T. Herring: Quart. Journ, Exper. Physiol., London, 1917, xi, 
pp: 47-57, 231-2553. 


the pituitary body appears to be inhibited by thyroid 
feeding, and a close correlation between these organs 
is suggested. 

As the weight of the thyroid is reduced, and its cells 
histologically thinned and flattened, it is reasonable to 
assume that experimental hyperthyroidism checks the 
functional activity of the gland. It is interesting in 
this connexion to find that thyroid feeding has not an 
constant effect on the thymus, whereas this gland is 


practically always persistent and large in Graves’s 


disease, in which the hyperthyroidism or dysthyroidism 
is intrinsic, and thus contrasts with its  extrinsie 
production in this research. 


THIS WEEK’S ISSUE. 
Ir has been necessary considerably to curtail the number 
of pages in this issue owing to serious damage by fire to 
the machines on which the Journat is printed. It has. 
indeed been possible to publish a number this week at 
all only through the help generously offered by other 
printers, for which courtesy we desire to express our 
gratitude. We must ask correspondents whose com- 
munications have been omitted to accept this explanation, 


LORD RHONDDA ON NATIONAL RATIONING. 
Lorp Ruonppa’s specch at the Mansion House on January 
24th was naturally of great interest, but the details of his 
rationing scheme were not sufficiently developed for ex- 
tended comment to be helpful; we shall merely notice a 
few points which require to be elucidated. Lord Rhondda 
is reported to have said that the distribution clearing 
house which he is setting up “ will show how much meat, 
bacon, margarine, and butter should go into different 
districts, making allowance for districts in which heavy 
work is being carried on.” This may only mean that an 
effort will be made to secure priority of distribution to 
such districts, but if, as the actual wording seems to 
imply, manual workers are to be allotted larger rations, 
something more than a clearing house is needed, and 
the individual allocation of supplies ought not to be left to 
local control committees without further instructions. We 
think that a common practice of butchers at present is 
undesirable. The practice in question is this. The butchers 
cannot secure more than 50 per cent. of their October 
supplies, and they ration their regular customers uniformly 
on this basis. But, as the wealthier customers consumed 
proportionally far more meat than the working classes, 
a 50 per cent. reduction of supplies to the latter is a much 
greater hardship than in the case of the former. This is 
a grievance which should be dealt with at once. Another 
point is as to the position of the army. The public will 
certainly endorse Lord Rhondda’s contention that the 
army must come first in supplies, but it may well prove 
possible to reduce the meat rations supplied to soldiers 
employed on clerical and other light work, especially 
at home. It is, indeed, very disputable whether the 
proportion of energy provided in the form of animal 
food should be maintained at its present level amongst 
the troops in training at home. It is extremely 
difficult to overcome the popular prejudice in favour of 
meat, a difficulty which, as we have so often pointed out, 
the injudicious and ill-informed advertising campaign of 
the Food Ministry last spring has notably increased. It is 
not easy to maintain on physiological grounds that the 
men in training or on home defence ought to receive 
a larger meat ration than manual workers in essential 
industries. We are, however, sensible of the fact that 
changes in an army ration can only be made with caution. 
We do not donbt that Colonel Weigall, M.P., who has been. 
appointed by Lord Rhondda to deal with questions of 
rationing in the public services, will carefully consider the 
point. As we go to press an apparently inspired paragraph 
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in a daily newspaper asserts that the Army Council is 
about to modify the army ration with a view of meeting 
the objections just noted. 


BREAD. 
In the second of the series of lectures at University 
College, London, on biological problems of the day, 
delivered on January 28th, Professor F. G. Hopkins, 
F.R.S., said that, with the goodwill of miller and baker, 
the nation might benefit rather than otherwise from the 
consumption of the war bread. The prejudice in favour 
of the pure wheat loaf was very ancient, as a poem by 
William Langland, written in the fourteenth century, 
bore witness, but such prejudice had little support from 
the strict point of view of nutrition. The choice of wheat 
as against other cereals was not due to any pre-eminent 
superiority in nutritive value, but to the secondary con- 
sideration that it was wheat alone which furnished (accord- 
ing to. its strength) the spongy texture of the loaf which, 
especially during the last generation, had come so greatly 
into demand. Wheat used as an exclusive food for animals 
stopped their growth or their reproductive capacity. The 
drawback of wheat, apart from the rather unsatisfactory 
adjustment of its protein, was the small proportion— 
1 per cent.—of fat in its constituents; hence the logic 
of bread and butter. No cereals were satisfactory 
sources of fat, but both oats and maize were distinctly 
better than wheat in this respect; if the cereals were 
mixed the result was a better loaf. A loaf which con- 
tained more than one cereal, therefore, should not be 
looked upon as adulterated. Another change in the loaf 
which the public had had to face was the inclusion of 
more of the wheat grain. Professor Hopkins described 
some experiments carried out lately by a committee of the 
Royal Society with a view to determining the digestibility 
of war bread in certain carefully dieted individuals. In 
the case of the original war bread, in which 80 per 
cent. of the grain was used, the average amount digested 
was 96.1 per cent., and the range of variation among the 
twelve individuals who were the subjects of the experi- 
ment was very slight; the highest was 97.1 per cent., 
and the lowest 95.1 per cent. In the case of the 
present war bread of 90 per cent. extraction the individual 
variation was just as slight, and the average digestibility 
was 94.5 per cent. Thus, even allowing for the diminished 
digestibility in the latter case and for the diversion of the 
offal from the foodstuffs previously available for animals, 
it was a sound national economy to use the 90 per cent. 
flour instead of the 80 per cent.; the gain was equivalent 
to one-twelfth of the whole supply, and the advantage 
over the pre-war 70 per cent. was, of course, corre- 
spondingly greater. The additional vitamines obtained by 
reason of the retention of the husk and embryo of the 
grain was another argument in favour of war bread, 
especially when bread bulked largely in the dietary, with 
the consequent difficulty of getting sufficient vitamines 
from other sources. The occasional “ropiness” of the 


_ bread was only to a small extent due to the extra per- 


centage of wheat; much more important was the subse- 
quent treatment of the loaf, and experience in this respect 
was diminishing the likelihood of the disease. 


THE ANAEROBIC BACTERIA OF WAR WOUNDS. 
ALTHOUGH there was a large pre-war literature on anaérobic 
bacteria, the subject was never really dealt with according 
to the more modern exact bacteriological technique; and 
as a result of the difficulty of obtaining pure cultures of 
these organisms any particular anaérobe cannot be inden- 
tified with the same degree of certainty as in the case of 
an aérobe. The frequency of gas gangrene during the war 
has greatly increased the output of this work, and Major 
Carroll G. Bull, U.S.M.C., has already produced an anti- 
toxic serum against infections with Bacillus welchii.' Ina 


1 BRITISH MEDICAL JOURNAL, 1918, i, 62. 


recent publication of the Medical Research Committee 
Dr. James McIntosh? has published the results of an 
elaborate investigation of the anaérobic organisms and 
cleared away some of the obstacles to more accurate 
knowledge on the subject. The employment of a new 
apparatus for the isolation and cultivation of anaérobic 
organisms, designed in conjunction with Dr. Paul Fildes 


(now honorary Staff Surgeon R.N.V.R.), with whom 


the earlier part of the work was carried out, 
enabled pure cultures to be obtained. Two hundred 
individual strains have been isolated and examined. 
With the exception of the B. welchii group, for which 
agglutinins are not produced, the identification of a 
strain can be much simplified by the use of agglutinating 
serums prepared from rabbits. Although agglutinins could 
not be demonstrated in serums prepared against members 
of the B. welchii group, the presence of spegific antibodies 
in these serums was shown by means of the complement 
fixation test. Out of nineteen different types of anaérobes 
identified by Dr. McIntosh all except B. chauvoei and 
B. botulinus have been obtained from war wounds. A 
detailed description of these nineteen types, illustrated 
by fourteen plates, is given. Only two of these anaérobes 
were found to be truly toxogenic—a result opposed to 
Bull’s and Pritchett’s description of an exotoxin for 
B. welchii (vide British Mepicat Journat, 1917, ii, 432). 
The anaérobic flora of wounds is shown to be much more 
complex than some of the earlier publications during the 
war indicated, and in the majority of gangrenous wounds, 
both acute and chronic, several anaérobes can be isolated ; 
of the pathogenic varieties the most frequently isolated 
are the B. welchit group, and next in order of frequency 
Pasteur’s “ Vibrion septique,” which must now be regarded 
as the same organism as Koch's bacillus, afterwards de- 
scribed under the name of malignant oedema; while of 
the non-pathogenic varieties certain forms of B. welchii 
and B. sporogenes, which has often been mistaken for the 
bacillus of malignant oedema, are almost constant. Gas 
gangrene may therefore be regarded as a clinical symptom- 
group which can be produced by one or more of a series 
of anaérobic bacteria. A further memoir on the important 
practical questions associated with the pathology of gas 
gangrene is now in preparation. 


ACUTE POLIOMYELITIS IN A CARRIER. | 
FLEXNER’s view that acute poliomyelitis is spread by 
personal contact, though based on clinical observation and 
experiment, is not universally accepted, and as alternatives 
some form of insect transmission or an unknown mechan- 
ism have been suggested. Taylor and. Amoss* support 
Flexner’s contention by the record of poliomyelitis in a 
family of four children living in a village otherwise free 
from the disease. The eldest boy was exposed to infection 
when away from home, and ten days later, after his return 
to his family, developed the disease and subsequently died. 
Four days after he became ill nasopharyngeal irrigations 
taken from his sister and one brother were injected intra- 
cerebrally into monkeys, which subsequently became 
paralytic. The nasopharyngeal irrigations therefore con- 
tained the virus, and the sister and the brother were thus 
shown to be carriers. As the brother had a febrile attack 
just before the irrigation, it is probable that le had a non- 
paralytic or abortive poliomyelitis. The other brother, 
aged 7 years, who could not be irrigated, developed the 
disease two days later. The sister became ill with acute 
poliomyelitis five days after she was shown to be a carrier. 
This is the first instance in which a proved carrier has. 


2 The Classification and Study of the Anatrobic Bacteria of War 
Wounds. By James McIntosh, M.D., associated at the beginning of 
the work with Paul Fildes, M.B., B.C., Honorary Staff Surgeon 
R.N.V.R. With Supplement on Methods for Cultivating Anaérobic 
Bacteria, by P. Fildes, M.B., B.C. National Health Insurance, 
Medical Research Committee, Special Report Series No. 12. London: 
Sir Joseph Causton and Sons. 1917. (Pp. 74; 15 plates.) 

3E. Taylor and H. L. Amoss, Journ. Exper. Med.. Baltimore, 1917, 
xxvi, 745-754. 
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been known to develop the disease. The author’s sugges- 
tion that every case of acute poliomyelitis has been a 
carrier is logical, but does not obtain any support from the 
analogy of cerebro-spinal fever. Among the large number 
of meningococcus carriers that have been detected the 
recorded incidence of cerebro-spinal fever has been 
infinitesimal. 


ORGANIC PARAPLEGIA DUE TO LIGHTNING 
STROKE. 
ParaLysEs are not rare in persons who have survived being 
struck by lightning. They are, however, commonly 
functional paralyses, and have a good prognosis. A. Porot' 
has recently described three cases in which the physical 
signs pointed to organic rather than functional paraplegia 
due to lightning stroke. The patients were Serbian 


soldiers. In August, 1916, on the Macedonian front a. 
number of these men were reposing under a tree during a 


thunderstorm, in spite of the general belief that it is un- 
wise to take cover under trees during thunderstorms, when 
the lightning struck and killed four of them. Others were 
struck and survived, and two of these were under the 
author's cliarge six and eight months after the accident. 
One had very extensive scars of burns on the right chest, 
iliac fossa, thigh, and knee. He was unable to stand or 
walk, exhibiting intense spasmodic paraplegia, with much 
wasting of the muscles, particularly in the left thigh and 
right leg. The left quadriceps extensor showed clonic 
spasms while at rest; there was patellar clonus and an 
extensor plantar reflex on the right side, while no plantar 
reflex could be obtained on the left. On both sides the 
abdominal and cremasteric reflexes were increased. Both 
legs were insensitive to touch, pain, and heat up to a level 
some two inches above the patella, and there was similar 
hypo-aesthesia of the trunk and arms up to the base of 
the neck. The sphincters were not involved. The second 
patient was less badly burned, and, by May, 1917, had to a 
great extent recovered. He still exhibited, however, per- 
manent diminution of sensation (touch, pain, and heat) in 
various areas of the left leg, especially those supplied by 
the second lumbar and first and second sacral segments, 
with loss of sensibility to heat in the same areas on the 
right. The third patient, who was not under Dr. Porot’s 
charge, had not lost his senses when he was struck (as the 
other two had), but was suddenly seized with paralysis 
while marching next day. By June, 1917, he had greatly 
improved, but showed much increased reflexes, ankle 
clonus on both sides, patellar clonus, and a feeble extensor 
plantar reflex on the left. He also had a traumatic 
cataract in the right eye, dating from the accident. 


Medical Notes in Parliament. 


Army Medical Service in France: Committee of Inquiry’s 
Report.—Major David Davies asked Mr. Macpherson 
whether the Committee of Inquiry presided over by 
General Sir Francis Howard had now concluded its 
labours; and whether it was proposed to give any in- 
formation to the House in regard to the questions upon 
which it had reported. Mr. Macpherson said the report 
had been received and was now under consideration. He 
was not in a position to make any statement. Major 
Chapple asked whether the War Secretary would institute 
periodic conferences of medical officers representative 
of the staffs in the various commands in order to discuss 
matters connected with the efficient and economical 
administration of medical officers. Mr. Forster replied 
that there existed already a special machinery for this 
purpose in the War Office, and this was in close touch with 
the hospitals and staffs of command and in communication 
with the Food Controller. 


1 Revue Neurologique, Paris, 1917, xxiv, 13. 


Hospital Treatment of Discharged Disabled Men.—In rep} 
to Lord Henry Cavendish-Bentinck, Sir Arthur Griffith. 
Boscawen, Parliamentary Secretary to the Ministry of 
Pensions, repeated the information given by Mr. Hodge to 
Sir Henry Harris, as published last week (p. 128), and 
added that the Ministry of Pensions was taking steps to 
provide institutions. A large number of beds was ayvail- 
able for the neurasthenic, epileptic and paraplegic, and for 
advanced cases of tuberculosis. Three orthopaedic clinieg 
had been opened in Glasgow for out-patients, and a large 
number of similar institutions was being established in 
all parts of the country. In reply to Mr. Richards, on 
January 28th, Mr. Hodge said that the number of disabled 
men at present receiving treatment in South Wales and 
Monmouthshire under conditions entitling them to full 
allowances was 418, but the total number of men 
under treatment, including out-patient treatiment, would 
be substantially larger. He was unable to distinguish — 
between those permanently and temporarily disabled, 
The institutions available for such treatment at present 
under the direct control of a Departéent of State in Wales 
numbered eighty-six, but it was given also in many civil 
hospitals and institutions. He hoped presently to secure 
another 500 beds. The South Wales Joint (Disablement) 
Committee possessed under the Naval and Military War 
Pensions Act, 1915, such functions as might be delegated 
to it by the constituent local committees, and these 
functions included that of making arrangements for 
treatment or training with institutions designed to 
serve extended areas. It was the policy of the Depart- 
ment to use the Joint Disablement Committees ag 
agents for the provision and maintenance of new in- 
stitutions. Mr. Hodge added that he understood that 
these committees got financial assistance, upon which 
Mr. Hugh Edwards observed that it was not to the 
amount they had asked for. : 


Military Hospitals: Officers’ Pay.—Commander Bellairs 
asked Mr. Macpherson whether he was aware that, while 
Article 361 of the Royal Pay Warrant, 1914, provided for the 
issue of charge pay to officers in charge of a general or other 
hospital, or of a division of a general hospital, the War Office 
letter 48/A.M.C./895 (A.M.D.1) of November 21st, 1917, limited 
the issue of charge pay to the officers in charge of the surgical . 
and medical divisions only of certain hospitals; whether he 
was aware that the medical officer in charge of the mental 
division of 1,000 beds in the Lord Derby War Hospital, 
Warrington, had been refused charge pay, although the 
medical officers in charge of the medical and surgical divisions - 
in the same hospital, of 462 and 1,538 beds respectively, were 
recognized as eligible for charge pay if drawing full army pay. 
Mr. Forster replied: The letter in question merely explained 
the provisions of the Royal Warrant governing the issue of 
charge pay. The Warrant allows charge pay for the divisions 
of a general hospital, and these hospitals are invariably 
organized into two divisions—medical and surgical—the former 
including all cases that are not surgical in character, and it is 
not proposed in this case to alter the practice of the service. 
The mental cases in the Lord Derby War Hospital are treated 
in the mental section of the medical division. 


Nerve-strained Soldiers.—Mr. King asked Mr. Macpherson 
whether any steps had been taken in consequence of a con- 
ference held before Christmas between the War Office and 
certain alienists and other medical men, in which the latter had 
brought forward proposals for the retention under military 
control up to the time of complete recovery of all cases of 
transitory uncertifiable loss of balance due to the strain of 
battle ; whether it was intended to provide new institutions for 
the treatment of such soldiers while they remained in the 
army, which should be mainly under the charge or supervision 
of lunacy experts; if so, what provision would be made in order 
that, if unfit for military service, they might be speedily dis- 
charged to the disablement department of the Pensions 
Ministry and afforded facilities, with as little risk of delay and 
detriment as possible, for their return to self-supporting in- 
dustrial life? Mr. Macpherson said that steps were being 
taken to find suitable premises, and that the institutions would 
be provided with staffs of neurological experts. 


Advisory Committee for the Blind in Scotland.—Mr. Munro 
announced that the composition of the Advisory Committee for 
the Blind in Scotland is as follows: Sir David Paulin (Chair- 
man), Mr. J. Frew Bryden, the Rev. Thomas Burns, D.D., 
F.R.S.E., Mr. Alexander Butters, Mr. W. C. Long, Mr. C. G. 
Lothian, Miss Isabella Lyall, Mr. George Mackay, F.R.C.S., 
M.D., Major William Reid (Vice-Chairman), Mr. Thomas 
Stoddart, and Mr. W. M. Stone. The Secretary is Mr. J. B. B. 
Brown, of the Local Government Board for Scotland. 
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CASUALTIES IN THE MEDICAL SERVICES. 


ARMY. 
Killed in Action. 

Masor G. M. Hunt, M.C., A.A.M.C. 

Major Gladstone Montague Hunt, aged 28, was killed in 
action while leading stretcher-bearers forward in the 
battle of Broodseinde Ridge. He was educated at the 
Sydney High School and graduated M.B., Ch.M. Sydney 

niversity in 1910. He acted as R.M.O. to the Goalburn 
Hospital, N.S.W., and as honorary surgeon to the 
Charleston District Hospital, Queensland, and the Bega 
District Hospital, N.S.W., after which he practised suc- 
cessfully at Candello, N.S.W. Receiving his commission 
in the A.I.F. in April, 1915, he saw service in Egypt, 
Gallipoli, and France. He was awarded the Military 
Cross early in 1917 for gallantry during the German 
retreat near Bapaume, and was promoted to the rank of 
major in June, 1917. 


Died of Wounds. 
Masor T. J. A.A.M.C. 

Major Thomas J. Frizell, whose death on December 2nd, 
1917, aged 29, from wounds we recorded in our issue of 
December 15th, p. 806, was educated at the Sydney 
Grammar School and graduated M.B., Ch.M. at the 
University of Sydney in 1911. He was resident medical 
officer to the Sydney Hospital for two years, and at the 
outbreak of war was a resident officer at the Coast Infec- 
tious Hospital, Sydney. He received his commission in 
August, 1914, and served as an ambulance officer in 
Gallipoli and in France. He was promoted to the rank of 
major on November 14th, 1916. While in charge of an 
advanced dressing station near Weshoek on October 8th, 
1917, he received his fatal wounds. ; 


Captain J. R. A.A.M.C. 

\ Captain J. R. Tillett, whose death from wounds on 
October 2nd, 1917, we announccd ia our issue of November 
3rd, 1917, p. 599, was the son of Mr. J. V. Tillett, Crown 
solicitor. N.S.W. He was educated at the Sydney 
Grammar School, and graduated M.B., Ch.M. at the 
Sydney University in July, 1916. After a term as R.M.O. 
at the Toowoomba General Hospital he was commissioned 
in the A.I.F’. in November, 1916. After working in a base 
hospital in France he joined a field ambulance, and was 
immediately posted as M.O. to a field artillery brigade in 
June, 1917, with which unit he was serving when wounded. 
His good work has been recognized, and he was mentioned 
in dispatches on January 1st, 1918. 


Died. 
Captain B. A.A.M.C. 

Captain Frank B. Metcalfe, who died on October 6th, 
1917, from the effects of an injury received in France, was 
26 years of age and the second son of Dr. Metcalfe of 
Norfolk Island. Edueated at King’s School, Parramatta, 
he entered St. Paul’s College, Sydney University, and 
graduated M.B., Ch.M. in July, 1916. After holding the 
appointment of resident medical officer to the Children’s 
Hospital, Brisbane, he received his commission in the 
A.LF. in October, 1916, and proceeded overseas, where he 
received the injury that caused his death. He was a fine 
oo and very popular among his fellow-students and 
officers. 


Wounded. 
Captain T. Martin, R.A.M.C. (temporary). 
Captain J. L. Pearse, R.A.M.C. (temporary). 
Captain T. C. Storey, R.A.M.C.(S.R.). 


Prisoners of War. 
‘Captain A. G. Bryce, R.A.M.C. (temporary). 
Captain H. B. Goulding, R.A.M.C.(S.R.). 


Formerly Reported Wounded, now Reported Not 
Wounded. 
Captain D. R. Alexander, R.A.M.C. (temporary). 


__ DEATH OF SON OF MEDICAL MAN. 
Floyd, William Eric, Probationary Flight Officer, Royal 
Naval Air Service, eldest son of Dr. W. E. Floyd, of Claughton, 
Birkenhead, killed in a flying accident, January 21st, aged 18. 


; MEDICAL STUDENT. 

Croft, Eric, M.C., Captain Royal Field Artillery, killed by a 
fall over banisters in a London hotel on January i6th, aged 26. 
He was a medical student at the London Hospital before the 
war, and came to join from Dunedin, New Zealand. He had 
been gassed at the front, and had gained the Military Cross. 


[We shall be indebted to relatives o, those who are killed in 
action or die in the war for information which will enable us to 
make these notes as complete and accurate as possible.) 


HONOURS. 


FOREIGN DECORATIONS. 

‘A list of decorations recently awarded by the King of Serbia 

for distinguished services rendered during the campaign in- 

cludes the following medical officers, all of whom belong to the 
A.M.S. or R.A.M.C. unless otherwise indicated : 


ORDER OF ST. SAVA. 

2nd Class.—Surgeon-General Sir H. R. Whitehead, K.C.B., 
Director of Medical Services, British Salonica Force. 

3rd Class.—Colonels: S. F. Clark, A. A. Sutton, C.B., D.S.O. 
Temporary Colonels: Sir T. Crisp English, K.C.M.G., Sir J. 
Purves Stewart, K.C.M.G. Lieut.-Colonels: F. J. Brakenridge, 
C.M.G., H. J. M. Buist, D.S.0., B. Forde, C.M.G., A. G. Hay. 
Major (temporary Lieut.-Colonel) A. E. Kidd. 

4th Class.—Majors J. T. Johnson, D.S.O., H. Rutherfurd, 
I. A. Stephens, D.S.0., H. Walker, W. J. Weston, D.S.O. 
Brevet Major D. M. Corbett. Temporary Majors G. P. Mills, 
K. W. Monsarrat, L. G. Parsons. Captains: A. E. Barnes, 
E. J. Y. Brash, B. L. Davis, H. W. Farebrother, J. Fenton, 
R. Fullarton, W. R. Galwey, M.C., A. W. Harrington, A. B. 
Jameson, P. H. Mitchiner, A. R. Moodie, W. L. Murphy, R. V. 
Slattery, W. A. Valentine. Temporary Captains F. Mr. Bishop, 
R. D. Fitzgerald, C. Y. Flewitt, A. A. Greenwood, W. Haward, 
C. O. Stallybrass, L. D. Woods. Temporary Lieutenant B. W. 
Howell, and Dr. Harold W. Wiltshire, one of the teachers in 
clinical medicine at the Royal Army Medical College. — : 

5th Class.—Captain H. J. Shields, C.A.M.C.; temporary Lieu- 
tenants J. N. McTurk, H. C. Terry, J. H. Watson ; temporary 
Quartermaster and honorary Major H. H. Taylor; temporar 
Quartermasters and honorary Lieutenants H. J. Angell, J. 
Fraser, F. W. Sharpe. 


ORDER OF THE WHITE EAGLE. 
4th Class.—Lieut.-Colonel G. Gow, Canadian Army Dental 
Corps, Canadian General Hospital. 


MENTIONED IN DISPATCH. 
The name of Major (now Brevet Lieut.-Colonel) L. J. M. Deas, 
I.M.S., has been added to the list of officers mentioned by 


-General Sir Percy Lake, K.C.B., K.C.M.G., in his dispatch of 


October 19th, 1916, whose services were deserving of special 
mention. 


NOTES. 


: Captain H. E. Gamlen, M.B., B.S., 11th General Hospital, has 
been appointed to be Consulting Radiographer for the British 
Expeditionary Force in Italy. . 


Dr. R. Arderne Wilson, of Guernsey, has been appointed 
Surgeon to the Serbian Relief Fund on the Salonica front and 
second in command. 


ALLOCATION OF ORTHOPAEDIC CASES TO CENTRES AND 
HOsPITALS. 

The Army Council has issued an Instruction directing that all 
military orthopaedic ‘cases transferred to this country from 
oversea shall in future be sent direct to a military orthopaedic 
centre, or to a hospital approved by the consulting surgeons or 
other officers. Such patients are not on any account to be dis- 
tributed from railway stations to auxiliary and other hospitals. 
In all the commands at home orthopaedic centres have been 
established, or special hospital accommodation provided. The 
order does not apply to men belonging to the Canadian, 
Australian, or New Zealand contingents, who will be dealt 
with as notified in previous orders. 


VILLAGE SETTLEMENTS FOR DISABLED MEN. 

In a paragraph entitled ‘‘ Garden Cities for Disabled Men” 
an account wa3 given (JOURNAL, November 17th, 1917, p. 666) 
of the proposals of a committee, of which Dr. R. Fortescue-Fox 
is chairman, for the establishment of village settlements for the 
cure and training of disabled ex-service men. The scheme has, 
we are informed, received the approval of the Ministry of 
Pensions so far as treatment and training are concerned, but 
the settlement of men in village communities, which is the 
ultimate aim of the committee, not only as a measure of social 
reconstruction but as a powerful attraction to the men them- 
selves, is not considered by the Ministry to be within its present 
scope. It will grant the usual allowances for treatment and 
training. It is proposed to take steps at once to provide a 
village centre for the London district. The committee is now 
seeking funds for the purchase of a suitable site. Its honorary 
secretaries are Lady Grogan and Miss Hilda Fox, 36, Devonshire 
Place, W.1, and the treasurer is Mr. W. Cecil Harris. 


CORRESPONDENCE. 


(FEB. 2, 1938 


Correspondence. 


THE CO-ORDINATION OF BRITISH MEDICAL 
POLICY. 

Srr,—May I ask whether,.as a profession, we. have 
any definite political policy respecting legislation that 
is likely to be brought before Parliament in the near 
future? Do we know what we want? What do we con- 
sider best for the nation? Are we sure our opinions have 
not been based on what is best for ourselves? Or have 
we decided to obtain a report froma committee which will 
be sent wandering about between Exccutive, Divisions, 
Representative Body, and Committee until Parliament has 
decided for us what we are to have? : 

It appears probable that a Ministry of Health will be 
set up in the near future, a National Health Amendment 
Bill is overdue, and there is also an Infant Welfare Bill in 
the offing. The first of these might well be one of the 
most important medical Acts ever passed. The Insurance 
Act will probably extend the medical benefits to depen- 
dants. Here alone we require to have a general policy 
which will cover changes that may take years to bring 
about, or may, in the changed temper of the times, be 
brought-about in a short time. Itis no use to say men are 
away at the war and we cannot form a policy without 
them ; time is too precious, we cannot be too prepared. We 
must also remember that there is a probability of a Labour 
Government in the not far distant future. 

May I draw attention to another point? When the daily 
papers discuss probable changes they give the opinions of 
the ‘societies ” or the Insurance Commissioners—of any 
one but the medical profession. Why ? Why is it so dreadful 
for a medical man to discuss medical politics in a lay 
paper, even under a nom de plume’ Methinks if we 
ignored the daily press less we might be less ignored. Are 
we content to be nonentities? Why be satisfied with 
being told what is good for you by people who know 
-nothing about you ?—I am, etc., 

Mumbles, Glamorgan, Jan. 28th. 


F. pE CovERLY VEALE. 


THE PULSE PRESSURE TEST BEFORE 
OPERATIONS. 

Sir,—Will you permit an anaesthetist to utter a warm 
welcome to a few words from a physician such as he has 
long hoped to hear? In your issue of January 19th, p. 101, 
Sir J. Mackenzie writes: ‘So many bogeys have been 
raised at one time or another about the heart being unable 
to stand anaesthetics,’ and these are the words to which 
I refer. They cheer one heart at least, and they will, 
I hope, save many others from unmerited condemnation. 
My experience has not presumably been unusual in this 
matter, and it is that I have on a great many occasions 
given anaesthetics with perfect safety and but little 
anxiety to persons who had been assured that “their 
hearts could not stand it.” Iam certain that the opinion 
is much too frequently given that a patient must not have 
an anaesthetic ‘on account of his heart.” When given, 
it tends by the alarm it raises to put into a position of 
peril the person who would otherwise have run none but 
the average risk of anaesthesia. The condition of the 
heart, as evinced by ordinary clinical signs, plays by no 
means the leading part in anaesthesia that is commonly 
assigned to it by those who are not constantly giving 
anaesthetics or attending operations. Every variety of 
valvular disease, for instance, has been present in one 
patient or another whe has safely passed through anaes- 
thesia in my hands, and doubtless in the hands of any 
other experienced anaesthetist. Yet the mere presence of 
an organic murmur will in the case of many a practitioner 
lead him to forbid an anaesthetic, and thus, when the 
patient is confronted with the necessity for an operation, 
an additional and unnecessary anxiety is cast upon him, 
and the anaesthetist is called upon to dissipate fears that 
never should have arisen, and to give his anaesthetic under 
needlessly unfavourable conditions. The time will come, 

probably, when accurate scientific tests of the reserve 
power of the circulatory as well as of other systems 
will be applied before every major operation, and perhaps 
some operation fatalities will thus be avoided. In the 


meantime it is well to bear in mind that anaesthetics, 


properly chosen and given, make little call upon the h 
and that when an operation is necessary it is extreme} 
seldom that it should ‘be banned upon the score of 
cardiac risk.—I am, etc., 


London, W.. Jan. 23rd. J. Biomrtetp, 


Sir,—I have not had the opportunity of reading Dr, 
Cashman’s article on the pulse pressure test, but I fee] 
qualified to ask a little space to state my views on the 
matter because I made a large number of tests myself 
some years ago, and came to the conclusion, and am stil] 
of the opinion, that variations in blood pressure, ag 
result of change in bodily position, or bodily exertion, haye 
no value whatever as a test for the efficiency of the heart, 
I made trials on ninety healthy industrial school boys, 
and found that those in the first athletic squad gave such 
changes in pulse pressure, that had the test been a reliable 
one, they ought to have died from cardiac failure there 
and then. 

I also made tests in the out-patient department at 
Mount Vernon Hospital, when I was acting as clinical 
assistant to Sir James Mackenzie, on a large number of 
old people with sigus of cardiac failure, and I found in 
most of them that the difference in systolic and diastolic 
pressure reading after exertion indicated that they had 
strong hearts, although nearly all of them showed marked 
symptoms of cardiac failure brought out by the exertion. 

I therefore say that when a supposed test for the reserve 
power of the heart indicates heart failure in a group of 
trained athletes and a large reserve of power in hearts 
on the verge of failing, it is a worthless and dangerous 
criterion.—I am, etc., 


Southall, Middlesex, Jan. 26th. J. Davenport-WINDLE. 


VINCENT'S ANGINA. 


S1r,—There seems to have been enough correspondence 
on the subject of Vincent’s angina and associated stoma- 
titis and gingivitis to warrant your publishing finally 
when and where the first observations on this disease were 
made, as occurring amongst British troops. — 

In vol. ix (1916) of the Proceedings of the Royal Society 
of Medicine a report was presented by me, and again pub- 
lished in the British Mepicat Journat of March Ist, 1916, 
Nine months luter Taylor and McKinstry read a paper on 
the same subject, making practically the same observa- 
tions, and came to the same conclusions. My paper, as it 
appeared in the British Mepicat JourNat, was published 
in the form of an official pamphlet to be issued to medical 
officers of the Canadian forces, by the D.M.S., Canadians. 

In the British Mepican Journat of January 19th, 
Taylor and McKinstry have published an article on the 
serology of the condition, which was discussed by me 
previously, and which they have quoted. 

The condition is still very prevalent, but it would seem 
to me that if correspondents would familiarize themselves 
with the literature, much space taken up with such 
discussion would be saved.—I am, etc., 

I. B. Bowman, 


No. 1 Canadian General Laboratory, Major C.A.M.C. 


Folkestcne, Jan. 24th. 


THE DISTRIBUTION OF TRYPANOSOMIASIS. 

Sir,—In the Journat of July 28th, 1917, page 164, 
Sir Patrick Manson states, in regard to the human 
trypanosomiasis due to infection by T. rhodesiense, that 
“it appears to be confined to Rhodesia particularly, but 
not entirely to the north of the Zambesi.” 

I feel that this observation, as it is so definite in form, 
should not be allowed to go unchallenged. Trypano- 
somiasis due to 7. rhodesiense is endemic in Nyasaland, 
as was first shown by Stannus and Yorke,! also in German 
and Portuguese East Africa, to the east of Lake Nyasa, as 
demonstrated by Taute. This disease has, therefore, a 
very much more widely spread distribution than is indi- 
cated by Manson.—I am, etc., 

H. S. Srannus. 


Conquered Territory, German East Africa, 
Oct. 29th, 1917. 
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HENRY MAUDSLEY, M.D., F.R.C.P., 
FORMERLY PROFESSOR OF MEDICAL JURISPRUDENCE, UNIVERSITY 
COLLEGE, LONDON. 

ry Maupstey came of a yeoman family long settled 
ee chahive near the border of Lancashire. He was born 
on February 5th, 1835, the third son and fourth child of 
Thomas Maudsley of Rome, near Settle, Yorkshire. He 
attended Giggleswick School, but when twelve or thirteen, 
at the suggestion of his uncle, Dr. Bateson, at one time 
medical officer of health for Southwark, he went as a 


_ private pupil to Mr. Newth of Oundle, Northamptonshire. 


From there he matriculated in due course at the Uni- 
versity of London, and, again on the advice of Dr. Bateson, 
was apprenticed to the apothecary at University College 
Hospital, Mr. Clover, afterwards the well-known an- 
aesthetist. His career at University College and in the 
University of London was very distinguished. He was 
the first in most class competitions, and carried off ten 
gold medals; he also took the University Scholarship and 
old medal in surgery when he graduated M.B.Lond. in 
856. Still he was not reckoned a diligent student, and 
often seemed to his teachers less interested in science 
than in sport, becoming, indeed, an authority on cricket. 
But his brilliant intellect carried all before it. At first 
he thought of becoming a surgeon, and was _house- 
surgeon at University College Hospital to Mr. Quain; 
afterwards he contemplated entering the Indian Medical 
Service, and in order to fulfil the regulation requiring 
candidates at the examination to have had experience in 
lunacy, he took an appointment in the Essex County 
Asylum. This accidental circumstance may be said to 
have determined his career, for after a short period at the 
Wakefield Asylum he became, at the age of 24, medical 
superintendent to the Manchester Royal Lunatic Asylum, 
Cheadle, in 1859, an appointment which he retained until 
1862, when he went to London to try his fortune. He had 
already written some essays, including one on “ Hamlet,” 
which had attracted the notice of Dr. John Conolly, who 
at that time was superintendent of Hanwell Asylum; he 
had a small private.asylum near by, and Maudsley was 


_ resident physician there for a time, and afterwards married 


Conolly’s youngest daughter. Soon after settling in 


London Maudsley was appointed editor of the Journal of 


Mental Science. Two years later he became physician to 
the West London Hospital, Hammersmith. He was ap- 
pointed professor of medical jurisprudence at University 
College, London, in 1869, and retained the chair until 1879. 
He carly attained success in the practice of his speciality, 
aud contemporaneously became well known as a writer, 
by a series of books which were not only of high 
technical distinction but appealed to the more thoughtful 
section of the general public. In 1866 he published 
his first large book on the Physiology and Pathology 
of Mind, which has been described as epoch making. 
In 1874 he published a book on responsibility in 
mental disease. Afterwards he rewrote his early book, 
and issued it in two separate volumes, the one in 1876, 
on the physiology of mind, and the other in 1879, 
on the pathology of mind; this last volume reached a 
second edition in 1895. In 1883 he published Body and 
Will, and in 1886 Natural Causes and Supernatural 
Seemings, a book which reached its third edition in 1897. 
Another book was Life in Mind and Conduct (1902), and 
his final work, which may be said to embody the philosophy 
of his long life, entitled Organic to Human, Psychological 
and Sociological, appeared in 1917. aoe 

He became a Fellow of the Royal College of Physicians 
in 1869, and we believe was at the time of his death, both 
by age and seniority, the fourth on the list. He delivered 
the Goulstonian Lectures in 1870 on body and mind. He 
received the honorary degree of LL.D.Edin. in 1884, and 
was an honorary member of the Se 
Society of Paris, of the Imperial Socicty of Physicians, 
Vienna, and of the Medico-Legal Society of New York. — 

His interest in the work of the British Medical Associa- 
tion is shown by the fact that he was vice-president 
of the Section of Psychology at the annual meeting in 
Newcastle in 1870 and president of the same section at 
the annual meeting at Birmingham in 1872. In 1905 
he delivered the address in medicine at the annual meeting 


at Leicester. This address covered a wide field and con- 
tained the germs of his later book, for he looked forward 
then to the ultimate levelling of all artificial partitions, 
to the recognition of inorganic, of organic, and of spiritual 
nature as grades in a continuous sclieme woven together 
by the golden thread of evolution. But it also dealt in 
a philosophic spirit with the practical problems under- 
lying the prophylaxis of disease, for, specialist though he 
was, Dr. Maudsley took care to keep himself acquainted 
with all movements in medicine. , 

Dr. spac ono A may be said to have retired from practice 
in 1903, when he paid a visit to Australia for the purpose, 
as he said, of “seeing how cricket was played.” He re- 
tained his mental faculties and the clearness of his intellect 
to the very last, and had just finished the revision of 
the proofs of a volume of essays. He had been failing 
in health for some two or three months, but died peace- 
fully in his chair on January 24th after a few weeks of 
confinement to his house overlooking Bushey Heath, not 
far from Harrow, one of the last of the untouched heaths 
neav London. 

We are indebted to Dr. F. W. Mott, F.R.S., for the 
following tribute to Dr. Maudsley’s life and work. 


By F. W. Mort, F.R.S. 

At the age of 30 Maudsley’s philosophical mind revealed 
itself to the general public by the publication in the West- 
minster Review of a remarkable essay on “ Hamlet.” He 
had been previously known to the profession by a number 
of original articles in the Journal of Mental Science under 
Dr. Bucknili’s editorship, by whom he was nicknamed 
“the young philosopher.” Is it not strange to know that 
he harked back to his grandfather, who was notable in the 
countryside for his sayings, sardonic and sarcastic, which 
had earned him the soubriquet of “the old philosopher.” 
Henry Maudsley’s next most notable work was The 
Physiology and Pathology of Mind, published in 1867; and 
as early as this he declared his aim to be— . 

To treat of mental phenomena from a physiological rather 
than from a metaphysical point of view, and to bring the mani- 
fold instructive instances presented by the unsound mind to 
bear upon the interpretation of the obscure problems of mental 
science. Also to do what he could to put a happy end to the 
divorce between the physiology and pathology of 
mind. 

I was informed by a very eminent physician that upon 
reading that work when he was studying philosophy and 
law as a young man at Oxford, he determined to take up 
medicine, and especially that branch relating to disease of 
the nervous system. ‘Thus the seed soon fell on fruitful 
ground,‘and during the last generation Maudsley’s name has 
been pre-eminent in all that pertains to mental science. 
Indeed, it would repay the present generation to read his 
later separate works on the Phystology of Mind and the 
Pathology of Mind, which are referred to frequently by 
Charles Darwin and by Ribot, and many other great 
contemporaries of his. William James, the author of 
Principles of Psychology, recommended his students to 
read Maudsley’s Pathology of Mind. One of the most 
interesting chapters I know, and from which I have 
gained much valuable information, is on “the emotions or 
affections of mind.” It is prescient and original in 
thought, and is particularly interesting- at the present 
time when emotional stress is operating on a large part of 
civilized humanity. One passage in relation to modern 
conditions of shell shock may be noted: 

To all appearances a violent emotion may react as a strong 
physical shock to the nervous system, for it may produce con- 
vulsions, fainting, loss of sensation, paralysis of movement, 
deafness, exactly the effects which a strong electric shock may 
produce. We have not then to do with mysterious self-deter- 
mining agencies, we have to do with phenomena which, com- 
plex as they are, will eventually receive a complete analysis. 

In a copy of this work which he presented to me he said: 
“ The quotation-notes at the end of chapters might at any 
rate be interesting.” These quotations and the references 
show his extraordinary knowledge and wide reading in 
philosophy, whence he got the broad grasp of science 
as applied to the physiology and pathology of mind, and 
how he has analysed and woven these into his work in a 

most lucid and convincing way, so that it has become his 
own fabric, and not a patchwork of ideas and thoughts of 
others. 
The same might be said of his book The Pathology of 
Mind. Responsibility in Mental Disease was another 
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work which aroused a great deal of attention and was 
regarded as a standard book on account of its practical 
application to medicolegal questions relating to insanity, 


crime, and responsibility. When Dr. Maudsley was |. 


lecturcr on medical jurisprudence at University College 
I well remember his coming in and reading a case of mis- 
taken identity from the Times and commenting upon it in 
a way that immediately attracted the attention of the 
students by his originality, humour, and critical insight. 
His latest work, Organic to Human, embodies his philo- 
sophy, which may be summed up in the principle of unity 
of the human organism and its continuity with the rest of 
Nature's processes. Borrowing his own words, it may be 
said that having done diligently the work which it came 
‘in his way to do for a livelihood and fulfilled his life- 
function in the sincere utterance of himself Maudsley has 
left his philosophical and philanthropic work to the fate 
of time and events, well knowing that when all is said— 


Thought is the slave of life and life the fool of time, 
And time that takes survey of all the world 
Will have a stop. 


The Maudsley Hospital. 

Dr. Maudsley in 1907 communicated to me his desire to 
give £30,000 to the London County Council if it would 
build a hospital for the study and treatment of acute 
mental cases. I mentioned the matter to Sir John 
McDougall, who pointed out to me the desirability of such 
a hospital being associated with the University of London ; 
consequently I drew up a scheme, and this was supported 
by Mr. Balfour and Sir Arthur Riicker, the late principal 
of the university. The offer was then communicated 
privately to the chairman of the London County Council, 
and in December, 1907, Dr. Henry Maudsley put before 
Mr. H. P. Harris, who was then chairman, his scheme for 
the establishment of a fully equipped hospital for mental 
diseases in London. Towards the cost of carrying it into 
effect Dr. Maudsley offered to contribute a sum of £30,000. 
In a letter to Mr. Harris, dated February 14th, 1908, Dr. 
Maudsley said that as a physician who had been engaged 
in the study and treatment of mental- diseases for more 
than fifty years, he had been deeply impressed with the 
necessity of a hospital whose main objects should be the 
early treatment of cases of acute mental disorder, with the 
view as far as possible of obviating the necessity of sending 
them to the county asylums; the promotion of exact 
scientific research into the causes and pathology of in- 
sanity, with the hope that much may yet be done for its 
prevention and successful treatment; and the provision of 
an educational institution which should offer to medical 
students the opportunities of getting good clinical instruc- 
tion in a class of diseases of which under existing conditions 
it is not easy for them to obtain a competent knowledge. 
Dr. Maudsley’s gift was accepted, but much delay occurred 
before a site was finally chosen at Denmark Hill, opposite 
the new King’s College Hospital. The following statement 
submitted by the London County Council to the Royal 
Commission on University Education, 1913, as to clinical 
instruction in special hospitals, may with advantage be 
quoted from the final report of the Commissioners : 

iti he advantages which it is expected will ensue 

are there, it is hoped that the hos- 
ital will prove of great value in the dissemination of know- 
edge of mental diseases and in the provision of systematic 
instruction in methods of treatment. The proposal includes 
the provision of a department for pathological research, which, 
it is suggested, would be accomplished most economically by 
the removal of the staff and equipment of the Claybury Labo- 
ratory to the new institution. It is hoped that this institution, 
when in being, will be in close touch with the London University 


and medical schools. 


The hospital was not finished when the war broke out, 
but to the 4th London General Hospital, of which King’s 
College Hospital is the nucleus, the London County 
Council not only handed over two large Grove Lane 
schools, but in addition hastened the completion of 
the Maudsley Hospital, the whole being placed in con- 
nexion and forming the Maudsley extension of the 
4th London General Hospita]. -For the past two years or 
more this has formed the neurological section, and served 
asa clearing hospital, and for the treatment of cases of 
shell shock and war psychoneuroses. It has already 
fulfilled a most useful purpose, which, it is to be hoped, 
may be extended to the civil population after the war is | 


— 


over. We only regret that Dr. Mandsley did not live 
to see this practical application of his life work and 
principles. 


Some Personal Reminiscences. 
Tn connexion with the planning, building, and future 


objects of the “hospital, [ had many opportunities of — 


becoming personally and intimately acquainted with 
Dr. Maudsley, and I made frequent visits to Bushey Heath, 
It was a great pleasure and intellectual treat to talk with 
the grand old philosopher, and after dining and spending 


the evening with him, I would come away somctimes | 


humbled but always mentally refreshed. No matter what 
subject we talked upon I always learnt from him; even 
upon technical matters of which I had more knowledge 
and experience, I would find his keen, critical mind 
ready to detect weak points in the argument, but his sound 
judgement seemed intuitively to tell him when the facts 
were adequate to support a proposition. 

To those who had not the privilege of knowing him 
intimately he might seemrcynical and satirical, but beneath 
a seeming hypercritical manner was a most kindly dis. 


position. I cannot help thinking that at times the tinge — 


of pessimism which he generally showed was partly die 
to his having no children, and partly to an inborn trait; 
for he told me that he believed a man may inherit two 
unblended temperaments, and that it was so in his case. 

His knowledge of character, derived from long ex- 
perience and contact with men in all ranks of society 
in his professional capacity and otherwise, made his con- 
versation upon politics and social problems most interesting 
and entertaining, for it revealed a keen insight into human 
conduct, and the motives activating it. 

He had a great love of Nature, and up to a few years ago 
he worked industriously in his garden, but he had no taste 
for music; although he possessed the sense of rhythm, 
that of melody was lacking. 

Up to the very end he retained all his remarkable 
mental faculties, and his memory was marvellous; for he 
would quote long passages from the great authors and 
poets, and show that he still kept abreast with the general 
principles underlying modern biological science. 


SIR GEORGE HARE PHILIPSON, M.D., F.R.C.P., 


CONSULTING PHYSICIAN, ROYAL VICTORIA INFIRMARY, NEWCASTLE- 
‘UPON-TYNE; EX-PRESIDENT OF THE BRITISH MEDICAL ASSOCIATION. 


THE avnouncement of the death of Sir George Hare 
Philipson will cause deep regret to many members of the 
medical profession. Although age had begun to tell upon 
him lately, he yet looked the picture of health, and 
seemed as if he might have had several years of useful 
work before him. He died literally in harness and in a 
manner which, if choice had been granted him, he would 
probably have preferred. On January 22nd he presided 
at a meeting of Council in the College of Medicine and 
next day was out and about as usual, but towards the 
evening he did not appear to be quite well. When the 
butler called his master at 6.45 a.m. on January 24th he 
found him in bed in a condition of unconsciousness. Dr. 
J. R. Baumgartner, a near neighbour and an old friend, 
was at once summoned, and shortly afterwards his 
colleague and intimate friend, Sir Thomas Oliver, was 
called in consultation. Their patient, who had somewhat 
rallied from the shock, was still in a condition of incom- 
plete coma, from which he could only be partially roused, 
but the paralysed right arm, leg, and face all too clearly 
pointed to the fact that a serious cerebral haemorrhage 
had taken place. The coma deepened, and at 10.45 the 
same evening Sir George breathed his last. His nephew, 
Mr. John Philipson, was in close attendance upon him, as 
also his butler, to whom, after twenty-eight years’ service, 
he was much attached. 

Sir George Philipson, who was a bachelor, belonged to 
an old Newcastle family. He was proud of his origin, of 
the city of his birth, and of the county of Northumber- 
land. A son of the late Mr. George. Hare Philipson of the 
firm of Messrs. Atkinson and Philipson, carriage builders, 
Newcastle, he was born on May 18th, 1836. At the time of 
his death he was, therefore, nearly 82 years of age. He was 


educated at University College, London, and at Gonville ~ 


and Caius College, Cambridge; he graduated B.A. with 
honours in the Natural Science Tripos and took the M.B. 
in 1862; in 1865 he proceeded to the higher degrees in 
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s and medicine. In 1873 he became a Fellow of the 
Royal College of Physicians. He was an Hon. D.C.L. of 
Durham University and LL.D. of Glasgow. 

Although Sir George in his earlier years wrote several 

rs on medical subjects and gave the Bradshaw Lecture 
at the Royal College of Physicians in 1884 and was held 
in high esteem in the North of England as a consulting 
hysician, his best work, and that for which he will be 
longest held in grateful remembrance, was done in and for 
the Royal Victoria Infirmary and for the medical charities 
of his native city. His appointment as physician to the 
infirmary dates back to April, 1868, but for four years 
previous to this he had acted as pathologist to the institu- 
tion. It was a fitting recognition of his fifty years’ service 
to the infirmary that in 1915 he was presented by the staff 
and the house committee with some silver plate. The 
duties of the office of chairmanof committee he continued 
to discharge. He was an excellent chairman—patient in 
listening to other speakers and sound in giving advice. 
He took an active part in the building of the new infirmary. 
At the laying of the foundation stone, owing to the illness 
of the chairman, it fell to Sir George Philipson as _vice- 
chairman to receive King Edward, then Prince of Wales, 
and to read the address of welcome. It was a proper 
sequel to this cvent that when, a few years later, the new 
infirmary was opened he should again have been brought 
into close association with His Majesty. Sir George 
received the honour of knighthood in 1900. He was a 
distinguished Freemason. He did not join the craft 
until well on in life, for it was in 1890 that he was in- 
ducted into the Universities Lodge. Rapidly passing 
throngh the Chairs he became Prov. 8.G.W. of Durham 
in 1891, and two years afterwards he was largely instru- 
mental in founding the University of Durham Lodge. 

He was the representative of the University of Durham 
on the General Medical Council since 1892, and although 
he rarely took part in the discussions of that body, he was 
a most useful member of its committees. 


By his death Newcastle and the North of England have. 


sustained a great loss. There were few movements of a 
medical and philanthropic nature with which his name 
was not associated. He was extremely methodical and 
punctilious. One of his most striking features was his 
courteous manner. In matters of ceremony he was un- 
surpassed as regards knowledge of procedure and prece- 
dence. ‘'o all ceremonial events he lent a particular grace 
anddignity. His treatment of all persons, irrespective of 
rank and social worth, was alike gentle and considerate. 
Behind an old-time manner which was peculiarly his own, 
there was yet a strength of will which could make itself 
felé when occasion required. For over four decades he 
occupied the Chair of Medicine in the University of 
Durham. When vice-chancellor ef the university it fell 
to his lot to induct into office the present chancellor, the 
Duke of Northumberland. 

He was an active member ef the British Medical Associa- 
tion. For filteen years he acted as local secretary, a post 
he vacated on being made president of the Branch. At 
the Worcester meeting of the Association he was a vice- 
president of the Section of Medicine. ; 
presidential chair when the Association met in Newcastle 
in 1893. Those members of the profession who attended 
the public meeting in Newcastle to listen to the president's 
address may remember how, on the occasion of welcoming 
on the platform the colonial and foreign delegates, there 
occurred a contest of courtesies between himself and Pro- 
fessor Pozzi, of Paris. It was a trial of bowing acknow- 
ledgements, and as to whom the last bow would belong. 
Notwithstanding the deference and the politeness of the 
Frenchman, Sir George had the last bow, at which the 
meeting cheered, Newcastle having won. In this little 
episode was exhibited that urbanity which was so strikingly 
his own. ; 

A special memorial service was held at St. Nicholas 
Cathedral on Monday last which was attended by the 
Lord Mayor and the Corporation, the city magistrates, 
the professors of the University of Durham, of the College 
of Medicine, and Armstrong College; by the graduates 
and undergraduates of the university, the medical pro- 
fession, representatives of the various medical charities 
with which he was connected, as well as by officers and 
men of the 0.T.C. in khaki. The body was carried 
shoulder high by students of the College of Medicine from 
the cemetery gates to the family vault.—T. 0. 


He occupied the. 


SIR JAMES ALEXANDER RUSSELL, M.D., LL.D., - 
F.R.C.P.E., F.R.S.E., 
ONE-TIME LORD PROVOST OF EDINBURGH. f 
JAMES ALEXANDER RussELL, a son of the manse and born 
in Argyllshire in 1846, was 21 when he graduated with 
honours in the University of Edinburgh, a time when the 
chairs were adorned by Syme, Simpson, Bennett, and 
Christison, but it was Goodsir who impressed him most. 
It was to anatomy, therefore, that he attached himself; 
he remained assistant and demonstrator with Turner 
in the university till 1876. Those who remember him > 
recall him as a keen student, fond of all sorts of scientific 
problems, careful and exact in argument, and ready 
of speech. It was perhaps on account of these attain- 
ments that he left the serener atmosphere of the univer- 
sity for the more active and troubled sphere of municipal 
and general politics. 

Though he early severed his immediate connexion with 
medicine, yet throughout his life he maintained a most 
profound interest in medical and scientific problems, and 
perhaps in the part he chose he did as much for the 
progress of medicine in the city of Edinburgh as many of 
— who remained entirely devoted to purely professional 
work. 

Before entering on municipal work he studied sanitation 
for two years in France, and acquired a fluency in the 
language which stood him in good stead in after years. 
On his return he delivered a series of lectures on sanita- 
tion, which perhaps more than anything else brought him 
in touch with his future work. When he entered on 
municipal work he was an instant success. His intimate 
knowledge of medicine, public health, and sanitation 
placed him at once on a platform above his colleagues, and 
gave him a unique opportunity of serving his city, of which 
he made ample use. The work in the improvements of 
housing and sanitation generally in the city, much of which 
was carried out on his initiative, remains a monument to 
his capacity and industry, and has done much to raise the 
moral and social status of Edinburgh. : 

Russell entered the town council of Edinburgh in 1880.’ 
He became a member and afterwards chairman of the 
health committee, and during his tenure of office the 
health and amenity of the city improved immensely.~ He 
undertook the organization of the New Fever Hospital,’ 
which is one of the largest and best equipped in the 
kingdom. He devoted himself heart and soul to health 
work, and gradually rose in the council from one position 
to another, ‘until he ultimately reached the civic chair, 
which he adortied for the usual term. During his 
occupancy of that chair the profession of medicine ‘m 
Edinburgh came to its kingdom, for to every medichl’ 
institution and: to all medical charities he gave not only 
his own personal encouragement as Lord Provost, but that 
of the civic authorities as well; and the members of the 
profession themselves enjoyed his generous hospitality. 
He was amongst the first, if not the very first, medical 
Lord Provost of Edinburgh, and it would be a very” 
great advantage to that city, and not to that city only, 
if men of his calibre, with his scientific’ and médical 
knowledge, who had leisure at their disposal, would grace 
such chairs again. 

The university, recognizing his great work in regard 
to the fever hospital and the clearing of the city of many 
of the more objectionable slums, as well- as his work in 
sanitation generally, conferred on him thé degree of LL.D., 
and shortly after Queen Victoria bestowed on him the 
honour of knighthood. He was an active Fellow of the 
Royal Society of Edinburgh and took a keen interest in 
its work and debates. He was also a Fellow of and 
examiner in the Royal College of Physicians. Russell 
kept up his relation with anatomy to the very last, because: 
for a long period of years he was inspector of anatomy and 
vivisection for the whole of Scotland—an appointment 
which involved often much delicate work, and which he 
performed with his usual tact and ayy : 

He was not a very prolific writer, but he wrote two 
excellent papers—the one on the Morse alphabet and the 
other on sanitary houses—and made several contributions 
to the Royal Society of Edinburgh. 

In politics he was a Liberal. He was most genial and 
kind-hearted, whether at a board meeting, a social party, 
or in private, and, what is most important in a public man, 
he was most easy of approach. 

On previous occasions he had suffered from bronchitis, 
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and to this, along with heart failure, he succumbed on 
January 22nd, after four days’ illness. 

Sir James Russell was twice married, and is survived 
by Lady Russell and one daughter. He was buried in the 
Dean Cemetery, the last resting place of so many of 
Edinburgh’s honoured citizens, 

H. C. 


CHARLES TEMPLEMAN, M.D., D.Sc., 
M.O.H. DUNDEE. 


“We regret to announce the sudden death of Dr. Temple- 
aan on January 20th, at tlie age of 59. He was a native of 
“slairgowrie and was educated at Dundee High School, 
where he was medallist in classics, and at Edinburgh 
University, where he graduated M.B., C.M. in 1879, and 
subsequently became M.D. and D.Sc. in Public Health. 
He was resident to Professor Annandale and later in 
Dundee Royal Infirmary, to which he afterwards became 
visiting surgeon. After a period of general practice, he, 
over twenty years ago, became medical officer of health 
and police surgeon as a whole-time official. He was also 
lecturer in Medical Jurisprudence and Public Health in 
the University of St. Andrews. At the time of his 
appointment the department of the sanitary inspector was 
separate from the health office, and in the co-ordination of 
the two departments and in the multifarious developments 
which the preventive services have undergone since then 
Dr. Templeman took an active and highly-appreciated 
part. Asa friend Dr. Templeman was distinguished by 
his geniality and hospitality, as a colleague he was valued 


for his keenness in his own work and for his tact and | 


readiness to co-operate and to assist in those relations 
which brought contact with his fellows, and as a teacher 
he was appreciated for his clearness, for the conscientious- 
ness with which he met bis duties, and for the wealth of 
illustration which his long experience as police surgeon 
furnished for illuminating the technicalities of medico-legal 
affairs. He secured early and maintained the regard of 
his local authority as a competent, cautious, and wise 
officer, of wide outlook and progressive spirit. 


Dr. Frank Rotuera, who died on January 5th from 
double pneumonia, aged 56, was the youngest son of the 
late Mr. George B. Rothera, solicitor, of Nottingham. He 
received his medical education at Edinburgh University, 
and graduated M.B., C.M. in 1883 and M.D. in 1887; 
he also took the diploma of M.R.C.S.Eng. in 1885. After 
a short experience in general practice in Devonshire, 
Dr. Rothera settled at Beeston, where he was eventually 
appointed medical officer to the Beeston Urban District 
Council, which post he held at the time of his death. He 
was a member of the Nottingham Division of the British 
Medical Association. 


Tse sudden death of Dr. CHaRLes VALLANCE VEREKER 
whilst returning from visiting a patient caused universal 
regret in Woolton, where ke had practised for many years. 
He was the son of the chief cashier of the Bank of Ireland, 
was born in Dublin. and studied at Carmichael College, 
Dublin. After taking the diplomas of L.R.C.P.andS.I. in 
1890 he became resident medical officer at Adelaide Hos- 
pital in the same city. Two years afterwards he settled in 
practice in Woolton, then a residential suburb of Liver- 
pool, and became a member of the Liverpool Medical 
Institution in 1892. Dr. Vereker was a capable prac- 
titioner, and to a cheery exterior added a personal charm 
which, as an appreciative notice in the Liverpool Daily 
Post stated, made all his patients his friends. He was 
M.O.H. for Woolton ad honorary medical officer to the 
Woolton Military Auxijiary Hospital. Dr. Vereker was 
not married, but leaves two brothers and many sorrowing 
friends to mourn his loss. 


We regret to announce the death on January 18th, from 
pneumonia, of Mr. Fercus Menteiru F.R.C.S., 
of 72, Woodstock Road, Oxford. Mr. Ogilvie was the son 
of the late Alexander Ogilvie, of Sizewell House, Suffolk. 
He received his medical education at Cambridge Univer- 
sity and St. George’s Hospital, obtaining the M.R.C.S. and 
L.R.C.P. diplomas in 1888 and -the F.R.C.S.Eng. ten 

ears later. He graduated M.B., B.C.'in 1890. After 
olding the posts of chief clinical assistant at the 


Royal London Ophthalmic Hospital and the Royal 
Westminster Ophthalmic Hospital and ophthalmic agsig. 
tant and assistant demonstrator of anatomy at St. George's 
Hospital, Mr. Ogilvie went to Oxford in 1899, and in the 
following year entered into partnership with the late 
Mr. R. W. Doyne, and became acting assistant surgeon 
to the Oxford Eye Hospital. About 1905 he retired from 
private practice and was appointed consulting surgeon to 
the hospital, where his services will be greatly missed, 
He contributed a number of papers to the Transactions 
of the Ophthalmological Society between 1896 and 1906, 
Mr. Ogilvie’s mother founded the Margaret Ogilvie Reader. 
ship in Ophthalmology in the University of Oxford. He 
was a keen fencer and a generous supporter of the Oxford 
Fencing Club, of which he was subsequently elected 
president. 


WILLIAM Henry QuiIckE, Bombay 
Medical Service (retired), died in a nursing home at Reigate 
on January 20th, aged 59. He was educated at West- 
minster Hospital, took the M.R.C.S. and L.S.A. in 1880, 
graduated M.D.Brussels in 1882, and took the F.R.C.S.Eng, 
in 1896. After filling the posts of resident medical officer 
at Queen Charlotte’s Lying-in Hospital, and of assistant 
obstetric physician at Westminster Hospital, he entered 
the I.M.S. as surgeon on March 3lst, 1883, becoming 
surgeon-major on March 3lst, 1895, and lieut.-colonel on 
March 3lst, 1903, and retiring on April 25th,1911. He 
served in the Zhob Valley expedition on the North-West 
frontier of India in 1884, and was present at the affair at 
Daulatzai, and in the third Burmese war in 1 
receiving the frontier medal with a clasp. Most of his 
service was spent in civil employ in Bombay, where he 
was acting port health officer in 1888-89, and civil surgeon 
of Kaira in 1890-92. In April, 1893, he was appointed 
surgeon to the Jamsetji Jijibhai Hospital in Bombay, and 


professor of anatomy and curator of the Museum in the 


Grant Medical College, and in November, 1903, became 
professor of surgery and first surgeon to the hospital. 


Che Serbices. 


OFFICERS, SPECIAL RESERVE AND TERRITORIAL, 
“R.A.M.C. 


_A SECOND report of the Committee on the Promotion of 


Officers of the Special Reserve, New Armies, and Terri- 
torial Force, issued this week, deals with the promotion. 
and rates of pay of officers of the R.A.M.C. Special 
Reserve and Territorial Force, and it is notified that the 
Government has approved and is taking action on the 
recommendations, with one exception. The recommenda- 
tions approved are (i) that the regulations regarding in- 
crements of pay shall remain as at present, (ii) that a 
general list shall be introduced for the Territorial Force 
fieldambulances and regimental medical officers, (iii) (a) that 
the promotion of officers belonging to general hospitals shall 
continue as at present, with the proviso that when a la 
swite officers leave the hospitals for other employment 
they shall be held supernumerary, and the consequent 
promotions made, and (b) that the promotion of officers 
belonging to sanitary companies shall continue as at 
present, but that a general list for sanitary companies 
shall be introduced at a later date, (iv) that majors 
R.A.M.C. (Special Reserve) shall be linked with majors of 
the regular R.A.M.C., and be eligible for promotion, 
provided they are duly recommended, when the regular 
officer next below them is promoted, and (v) that ‘‘the 
selection of officers for administrative medical positions 
should continue to be made from the R.A.M.C. asa whole.”’ 
The recommendation of the committee not accepted by 
the Government was that ‘officers R.A.M.C. Territorial 
Force and Special Reserve, who joined before the war, 
should be put on a level with temporarily commissioned 
contract officers as regards pay, allowances, and gratuities, 
where they would gain thereby.’’ 

The recommendations, it will be seen, leave untouched 
some of the points to which the. British Medical Associa- 
tion called attention in its memorandum furnished to the 
Committee last May. It is of interest to note that the 
report of the Committee contajns the following paragraph: 


‘‘ We hope and believe that the British Medical Associa-. 


tion and other corporate bodies concerned with the welfare 


of the profgssion will do their best to ensure that their- 


members thay suffer as little as possible in the future 
from their enforced absence on military service. Among 
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other classes and avocations there has been a similar call 
for material loss and sacrifice which is inseparable from 
any ‘one-man’ business, and the medical profession, 
though conspicuously entitled to credit and consideration, 
does not stand alone in this respect.” 


AUXILIARY ROYAL ARMY MEDICAL CORPS FUNDS. 
Ara meeting of the Committee of the above fund, on January 
25th, the following two cases were considered : May 

Widow of a captain in the Auxiliary R.A.M.C. who died in 
France after two years’ service. Applicant is training for a 
nurse in a maternity hospital. Granted £10 at once and another 
£10 in March. 

Widow of a privatein the R.A.M.C. who was drowned while 
on active service. Left with two children, ages 2and4. Only 
income army pension. Voted £5. 

Major Ewen Maclean was reappointed chairman of the 
committee, and Colonel Hale White and Colonel Mansell Moullin 
commenced their duties as honorary secretary and honorary 
treasurer. The committee are anxious to receive applications 
for the relief of the orphans of commissioned officers in the 
Auxiliary R.A.M.C., also from the widows and orphans of non- 
commissioned officers and men in the same service. 

Donations and subscriptions will be gratefully received, and 
should be addressed to the Honorary Treasurer, at 11, Chandos 
Street, Cavendish Square, W.1, and all other communications 
to the Honorary Secretary at the same address. 


EXCHANGES. 
R.A.M.C.(T.F.) Captain, M.O. in charge of troops, R.A. barracks, is 
desirous of changing over from shore to sea duties.—Address No. 450, 
BRITISH MEDICAL JOURNAL Office, 429, Strand, W.C. 


AN officer in the Southern Command wishes to exchange with one in 
the London district.—Address No. 449, BriTisH MEDICAL JOURNAL 
Office, 429, Strand, W.C. 7 


Medical Nets. 


_ COLONELS Sir T. Crisp English, K.C.M.G., A.M.S., and 
Sir J. Purves Stewart, K.C.M.G., C.B., A.M.S., have been 
appointed Knights of Grace of the Order of the Hospital of 
St. John of Jerusalem in England. 


THE report of the Special Committee appointed by the 
Central Control Board (Liquor Traffic) to inquire into the 
physiological effect of alcohol has been settled, and its 
publication is expected before the middle of February. 


THE Lettsomian lectures on jaundice before the Medical 
Society of London will be delivered by Colonel William H. 
Willcox, C.B., C.M.G., A.M.S., as early as possible, and 
Dr. T. B. Hyslop will deliver the annual oration on 
May 13th at 9 p.m. 


SIR ALMROTH WRIGHT will deliver a lecture on the 
method of testing and judging the divers forms of wound 
treatment, at the Royal Society of Medicine, 1, Wimpole 
Street, W., on Wednesday, February 13th, at 5.30 p.m. 
The chair will be taken by the president, Sir Rickman J. 
Godlee, and the Director-General, A.M.S., Sir Alfred 
Keogh, G.C.B., intends to be present. 


ONE of the main objects of the Central Association for 
the Care of the Mentally Defective is to give advice to 
parents and friends of individual defectives and to form 
throughout the country representative local voluntary 
associations to visit defectives in their own homes and 
advise the parents. It has arranged to hold a conference 
at the Guildhall, London, on ‘Tuesday next, when the 
chair will be taken by Mr. Leslie Scott, K.C., M.P., at 
10.15 a.m. 


BREAD tickets came into force in Paris and its suburbs 


on January 29th. The system will be applied to the. 


whole of France on March 1st. The ration is 300 grams 

(103 oz.) a day. The reasons assigned for making this 

ration compulsory are two: first, the necessity of meeting 

the requirements for seed grain of farmers who are putting 

larger areas under wheat; and secondly, the demands on 

one caused by the transport of American troops to 
rance. 


Messrs. H. K. LEWIS AND Co. ask us to state that all 
the copies of Binnie’s Regional Surgery, vol. i, which had 
been announced for immediate publication, have been 
lost at sea through the wreck of the ship that was bringing 
them from America. Copies of Gould’s Pocket Medical 
Dictionary and Stitt’s Tropical Diseases and Practical 
Bacteriology were lost at the same time. The same pub- 
lishers have nearly ready the sixth edition of Dr. H. Lewis 
Jones’s Medical Electricity, revised and edited by Dr. L. W. 
Bathurst. 


Letters, Notes, and Ansiuers. 


CORRESPONDENTS who wish notice to be taken of their communica- 
tions should authenticate them with their names—of course not 
necessarily for publication. 


AuTHonrs desiring reprints of their articles published in the BritisH 
MEDICAL JOURNAL are requested to communicate with the Office, 
429, Strand, W.C.2, on receipt of proof. 


The telegraphic addresses of the British MEDICAL ASSOCIATION 
and JOURNAL are: 

1. EDITOR of the BririsH Mepican Journau, Aitiology, 
Westrand, London; telephone, 2631, Gerrard. 

2. FINANCIAL SECRETARY AND BUSINESS MANAGER 
(Advertisements, etc.), Articulate, Westrand, London; telephone, 
2630, Gerrard. 

3. MEDICAL SECRETARY, Medisecra, Westrand, London ; 
telephone, 2634, Gerrard. The address of the Irish Office of the 
British Medical Association is 16, South Frederick Street, Dublin. 

The address of the Central Medical War Committee for England 
and Wales is 429, Strand, London, W.C.2; that of the Reference 
Committee of the Royal Colleges in London is the Examination 
Hall, 8, Queen Square, Bloomsbury, W.C.1; and that of the Scottish 
Medical Service Emergency Committee is Royal College of 
Physicians, Edinburgh. 


= Queries, answers, and communications relating to subjects 
to which special departments of the BRITISH MEDICAL JOURNAL 
are devoted will be found under their respective headings. 


QUERIES, 


MORBID FLUSHING. 

AFFLUXUS asks for suggestions as to treatment in the case of a 
lady, aged about 45 years, with delicate skin and complexion, 
who has suffered since girlhood from an increasing intense 
flushing of the skin of the cheeks, temples, and neck, pro- 
voked by any deviation from the ordinary daily routine. 

*.* This subject was discussed at some length in .these 
columns a few years ago. The conclusion seemed to be that 
there is no specific that will cure this condition ;-it is a ques- 
tion of overcoming the retlex by practice. For the most part 
the treatment is a matter of auto-suggestion in which the 
assistance and encouragement of the medical man ar 
important factors. 

INCOME TAX. 

A MEMBER is serving as captain in the R.A.M.C., and inquires 
as to the liability of his wife’s income as matron of a military 
hospital. 

*.* The joint income of husband and wife presumably 
exceeds £500, in which case separate abatement cannot be 

’ claimed, and the wife’s pecuniary emoluments are liable to 
assessment. Our correspondent does not state the precise 
nature of his wife’s appointment, but the special service rate 

-—for example, ls. 9d. in place of 2s: 6d.—applies if’ she is 
“paid out of money provided by Parliament,” or is ‘“‘ serving 
in any work abroad of the British Red Cross Society, St. 
John Ambulance Association,’’ or similar bodies.. = 


‘* BEAT’? HAND. 

A CORRESPONDENT inquires whether there is any different pro- 
cedure in the case of a miner and other industrial workers 
suffering from ‘‘ beat ’’ hand (cellulitis), and if so, what is the 
reason for the difference. 

* * The industrial diseases known as beat hand, beat elbow, 
beat knee are scheduled as such in the Workmen’s Compensa- 
tion Acts to apply solely to the occupation of mining. Conse- 
quently, only a miner, if suffering from these disorders, can 
apply to the certifying factory surgeon for a certificate of 
disablement, either employer or workman having the liberty 
of appeal through the registrar of the county court to a 
medical referee if dissatisfied with the certifying surgeon’s 
certificate. Should the disorders arise in any other employ- 
ment, the workman so disabled must establish, to the satisfac- 
tion of the county court judge, by the uggal county court 
proceedings, that the condition followed personal injury by 
accident arising out of and in the course of the employment. 
The reason the simple procedure applies to mining is that 
beat hand, beat elbow, beat knee are considered specific to 
the employment of mining. If any trade can show that these 
disorders are so prevalent among the workmen as to be specific 
to that trade or employment, the matter should be brought to 
the notice of the Home Office for the purpose of having that 
trade or employment added to the schedule. 


SPECIALIST Pay. 

Ss. S. O.—In respect of their remuneration, officers in the 
army fall into two distinct classes. Class I receive what 
is known as consolidated pay, which covers the whole of 
their work, whatever it may be, and does not vary so long 
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as they are doing the work in question. Class II is re- 
munerated partly by pay and partly by allowances. In the 
Army Medical Department one of the allowances is known 
as Specialist pay. This can be obtained by an officer 
who makes a special study of certain subjects, passes the 
army examinations therein, and then succeeds in obtain- 
ing an appointment in which he devotes himself to the 
specialty in question. Surgery is one of those subjects and 
sanitation is another. The specialist pay was introduced for 
the purpose partly of encouraging army medical officers to 
continue to study professional subjects, but mainly-in order 
to provide the army with its own specialists. It is not the 
obtaining of a certificate as a specialist that entitles an officer 
to specialist pay, but the obtaining of an appointment open 


.to a specialist, which has been directly approved by the War 


Office through the officer in command of the locality or the 
division of the army concerned. 

Temporary R.A.M.C. officers serving under contract would 
seem to fall into ClassI. Their contract pay.of 24s. a day, a 
higher rate than that drawn by lieutenants and captains (even 
when the allowances of the latter are included), is a composi- 
tion rate, and covers the whole of their work. Nevertheless, 
the practice kas arisen abroad of granting contract officers 
additional pay when they are holding specialist appointments 
in the same circumstances as would entitle regular officers 
to such pay, despite the fact that they have not ‘ qualified” 
in such subjects after joining the army. Consequently, it 
might be worth while for our correspondent to make an 
application for specialist pay through the P.M.O. of his area. 


LETTERS, NOTES, ETC. 


CIVIL SURGEONS IN MILITARY HOSPITALS. 


MALTA writes: Civil surgeons (Maltese) in military hospitals 


in Malta wear the ordinary officer’s uniform, but with the 
St. John badge on the collar. They do not wear a Sam Browne 


MEAT, FISH, AND PEASE. 


THE Westminster Gazette has found in a letter from Dr. 


Johnson to Mrs. Thrale the following statement, which may 
make some of us who are disposed to grumble at two meat- 
less days blush: ‘‘ Last week I saw meat but twice and I 
think fish once; the rest was pease.” 


East LONDON HOSPITAL FOR CHILDREN, SHADWELL. 


Miss ADELAIDE Row is retiring from the post of Matron to the 


East London Hospital for Children, Shadwell, E. A number 
of those who have worked as residents or nurses at the hos- 
pital during the thirty-five years she has been connected with 
it have asked to have an opportunity of expressing their 
regard for her, and the exceptional success of her administra- 
tion, but there are doubtless many others who would like 
to contribute to the testimonial which it has been decided to 
raise.. Subscriptions will be acknowledged by Mr. W. M. 
Wilcox, secretary, at the hospital. 


THE CAUSATION OF SEX IN MAN. 


W. E. L. writes: With reference to the note by Dr. J. Singleton 


Darling, M.D.,in the JOURNAL of January 26th, p. 135, I should 
like to know if Dr. Darling is absolutely certain beyond all 
— doubt that not even a particle of the left ovary was 
eft in the broad ligament. I have proved Dr. Rumley 
Dawson’s theory correct in 81 out of 87 cases. 


THE BASLE ANATOMICAL NOMENCLATURE (B.N.A.). 


B.A.Oxon. writes: For the last four or five years the Basle 


anatomical terminology has been finding increasing favour 
amongst students of anatomy, but now a reaction in favour of 
the old terminology appears to be setting in. It is not my 
intention to enter into a discussion on the relative merits of 
the two terminologies, but perhaps I may be excused if I 
quote a brief extract from Professor Arthur Robinson’s 
preface to the fourth edition of Cunningham’s Anatomy. He 
says (writing in April, 1913): ‘‘ It is scarcely necessary, to-day, 
to urge reasons for the use of the Basle nomenclature, for it 
is now generally recognized, not only that it is based on 
sound general principles, but also that it is, at the same time, 


less cumbrous “and more definitely instructive than the 


terminology previously in use in this country.”’ Surely it is 
time that the profession decided which terminology is to be 
taught in the various medical schools in the United Kingdom. 
The situation at present is impossible. All the latest editions 
of the textbooks contain the new terminology, and yet the 
vast majority of teachers of anatomy continue to use the old. 
The result is that the unfortunate student has to learn both— 
an unnecessary tax upon his already overburdened memory, 
especially at a time when he is urged to qualify in the least 
possible time. 

* .* The views of those teachers of anatomy in this country 
who are indisposed to countenance the anatomical nomen- 
clature adopted by the German Anatomical Society at its 
meeting in Basle in 1895 were fully stated by Professor Arthur 
Keith in the BRITISH MEDICAL JOURNAL on July 28th, 1917, 
p. 134, and in that issue an editorial article on the subject was 


published (p. 121). 


THE BELGIAN DOCTORS’ AND PHARMACISTS’ RELIEF F 


THE following subscriptions to the Fund have been ved 
during the week ending Monday, January 28th: 

£s.d. £ 8.4 
Lieut.-Col. J.G. Adami, Sir Thomas Barclay ... 20 9 g 
A.D.M.S. “Claudius Civilis” .. 5 0 9 
Dr. J. Tremlett Wills .. 5 5 0] Myr. Walter Hills... .. 3 39 
Jersey Medical Society Dr. J. H. W. Laing oe 
(per Dr. O. C. Powell) 2 2 Major Charlesworth ., 2 29 
Dr. Florence Stoney .. 2 2 0! Dr. J. Auriol Armitage... 5 § g 


Subscriptions to the Fund should be sent to the Treasurer of 


the Fund, Dr. H. A. Des Voeux, at 14, Buckingham Gate 

London, 8.W.1, and should be made payable to the Belgian 

patel and Pharmacists’ Relief Fund, crossed Lloyds Bank, 
imited. 


THE STERILIZING OF HYPODERMIC SYRINGES. 


Dr. C. D. SoMERS (Aldeburgh) writes: In selecting the best 


method for sterilizing syringes, it has to be remembered that 
besides sterilizing the syringe one-has to remove all traceg 
of the sterilizing solution in case it affected the serum that ig 
about to be used. The quickest and best way is to place the 
syringe into methylated spirit and then burn it off, or elge 
to boil the syringe in methylated spirit, but-for this a sand 
bath is necessary and is not applicable for the bedside, 
Now that it is so difficult to obtain methylated spirit I should 
be most grateful if I could discover some solution that ig 
safe and quick in action; but, for reasons stated above, I 
should be afraid to use the solution recommended by Dr, 
Lyon Smith, not that any harm would be done, but in the 
case of vaccines the desired effect would not be obtained. 


AN ERRANT FISHBONE. 
Dr. I. Davip (Colombo) writes: The following notes on a case 
of a fishbone accidentally swallowed and said to have been 
expelled per urethram after two years and five months were 
read before the Ceylon Branch of the British Medical Asso- 
ciation on November 19th, 1917: A respectable, intelligent 
patient of mine, aged 40, of Jewish descent, consulted me on 
April 30th, 1915, because he had accidentally swallowed a fish- 
bone while eating his dinner. As he showed no serious 
symptoms which called for interference, I advised him to 
leave it alone; but without consulting me he took a strong 
purgative the next day. On May 2nd, three days after the 
accident, I was sent for again. On arrival I found him 
suffering from a severe pain in the back and lower abdomen, 
most intense in the region of the bladder. The urine passed 
was muddy and mixed with blood, and his temperature was 
102° F. I diagnosed the case as acute cystitis, and put him 
on the usual treatment. He got over the attack in about two 
weeks. He had a second attack of cystitis on September oth, 
1916, and a third attack on April 9th, 1917, which lasted for 
one month, and a fourth attack on- September 5th, 1917. 
During each attack he suffered severely from difficult and 
ainful micturition. On September 15th, while having a hot 
ip bath, he found it extremely difficult and painful to 
micturate, but by straining and massaging the perineum with 
the fingers, a fishbone (triangular in shape, 4 in. by 4 in., thin 
and sharp-edged) is said to have appeared at the external 
urethral meatus with free bleeding. The bone presented 
with its apex foremost with its body folded lengthwise. The 
patient was able to extract it for himself. I was sent for at 
once and shown the bone. I have not the slightest reason to 
doubt the statements made to me by my patient, whom I had 
known for more than seven years. Evidently the fishbone 
entered the bladder on May 2nd, 1915, from the rectum 
through the space intervening between the peritoneal fold’ 
and the prostate, or by some other route, and remained in the 
— or twenty-nine months, until expelled as described 
above. 


U.S.A. MEDICAL CoRPs. 


A NEW section of the office of the Surgeon-General of the United 


States army has been established charged with the duty of 
roviding moving pictures or slides of camp activities re- 
ating to the work of the medical department. The films and 
slides are to be available for purposes of instruction in 
medical schools, officers’ training camps, and the National 
Guard and National Army camps. 


SCALE OF CHARGES FOR ADVERTISEMENTS IN THE 


BRITISH MEDICAL JOURNAL, 


Seven lines and under 
Each additional line 
Whole single column ae 
An average line contains six words. 


All remittances by Post Office Orders must be made payable to 


. 


the British Medical Association at the General Post Office, London. 
= — will be accepted for any such remittance not so 
safeguarded. 


Advertisements should be delivered, addressed to the Manager, 


429,Strand, London, not later than the first poston Wednesd i 
preceding publication, and, if not paid for at the time, should be 
accompanied by a reference. 


Norer.—It is against the rules of the Post Office to receive poste 


restante letters addressed either in initials or numbez-. 


| 
| 
| 
: 
wk 
| 
— 
: 
| 
: 
j 16. | 
: 
: 
4 4 
ate 
| 
Bee 
| 
4 
200 
| 
: 
| a 
gh | | 


